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Abstract
Empathy and client-centeredness are aspects of professionalism essential to the
effectiveness of occupational therapy services. As such, both are key components of the
educational process of occupational therapy students, as highlighted by the integration of
both concepts in the standards set forth by the accrediting body of occupational therapy
education programs. Additionally, although a host of affirmations and anecdotal accounts
support the significance of empathy and client-centeredness in the work of occupational
therapy practitioners, there is limited evidence in the literature supporting specific
treatments in addressing either in the education of occupational therapy students. In
response, an investigation was conducted of the effect of a narrative-account podcast on
empathy and client-centeredness on occupational therapy students using an experimental,
posttest-only control group design. Students in the master's level occupational therapy
program at the University of Tennessee Health Science Center were stratified by year of
study in the program. Participants were randomly assigned to either the treatment group
(e.g. those who will listen to a podcasted first-person narrative account of life with a
catastrophic illness and be provided with written diagnostic information) or the control
group (e.g. those who will be provided with written diagnostic information only).
Following a five-week long treatment, levels of empathy and client-centeredness were
measured in both groups and compared using the Kiersma-Chen Empathy Scale and the
Patient-Practitioner Orientation Scale via post-test, respectively. Analyses were
conducted using a multivariate analysis of variance (MANOVA), with findings being
non-significant. Implications and recommendations are shared to guide occupational

vi

therapy educators in facilitating in their students the development of these two attributes
of professionalism necessary for effective client care.
Keywords: empathy, occupational therapy, education, podcast, clientcenteredness
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CHAPTER ONE: INTRODUCTION
Introduction and Background
Designed to promote connection between healthcare practitioners and patients on
a personal level, the concept of individualized health care is considered to be an essential
component of high-quality health care systems (Entwistle & Watt, 2013). As such, the
traditional disease- or practitioner-focused model of medicine is metamorphosing in
healthcare education as a greater understanding of the benefits of patient-practitioner
connection emerges (Mezzich, Snaedal, van Weel, & Heath, 2009; Ozcan, Oflaz, &
Baker, 2012). In the era of individualized health care, students enrolled in healthcare
profession education programs must learn how to incorporate patients' needs and
preferences into the clinical decision-making process (Bensing, 2000). This can be
accomplished through exposure to information about person-centered care, or PCC,
defined as "care that is respectful and responsive to the individual needs, desires, and
values, and ensuring that [those] values guide all clinical decisions" (Institute of
Medicine, 2001).
Incorporation of PCC into treatment planning is supported by the Patient
Protection and Affordable Care Act (PPACA), which aims to provide value-based care to
improve patient experience. The Health and Medicine Division (HMD) of the National
Academies of Sciences, Engineering, and Medicine has also identified person-centered
care as a specific goal for the U.S. healthcare system (Institute of Medicine, 2001).
Various healthcare disciplines, including occupational therapy, recognize PCC as an
essential component of services provided and as a core attribute of professionalism. The
provision of PCC is the realization of a philosophy known as person-centeredness, a term
1

coined in the 1940s by psychologist Carl Rogers (Morgan & Yoder, 2012). Personcenteredness, also termed across disciplines as person-centered mindset, patient-centered
approach, and client-centeredness, is a way of addressing the provision of healthcare that
acknowledges the importance of the patient’s perspective in services (Starfield, 2011).
Students enrolled in healthcare profession education programs must become healthcare
practitioners with person-centered mindsets, who seeks to understand the situation,
concerns, and needs of the individual requiring aid on both a cognitive and emotional
plane (Laine & Davidoff, 1996; Weiner, et al., 2013). Although the majority of students
entering into healthcare education programs express a drive to help those in need, this
desire is largely unfocused and the concept of person-centered care is unfamiliar to these
individuals (Ross & Haidet, 2011). Many students in healthcare programs graduate
without developing a person-centered mindset (Eikeland, Ornes, Finset, & Pederson,
2014). As such, person-centeredness is a critical element of a comprehensive healthcare
education program (Lauver, et al., 2002), including occupational therapy (OT) programs.
PCC is salient in the field of occupational therapy, and thus, in OT education
(Bing, 1981). Established as a value central to the profession of OT over a century ago,
PCC, commonly referred to in the OT field as client-centered care, is considered by OT
practitioners to be essential to positive outcomes in therapeutic treatment (American
Occupational Therapy Association [AOTA], 2014a; Baum, 1980; Bing, 1981; Mroz,
Pitonyak, Fogelburg, & Leland, 2015; O'Brien & Hussey, 2017), and research indicates
positive association between empathy and client-centeredness in healthcare professionals
(Haley, et al., 2017). While OT practitioners working in facilities, like hospitals, that are
centered on the medical model of care use the term patient, the term client is more
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frequently and more generally used for several reasons (Herzberg, 1990; O'Brien &
Hussey, 2017). First, the term client implies that the service recipient seeks and then
plays an active role in the professional services rendered, as opposed to the more passive
term of patient (Herzberg, 1990). "In addition," Herzberg (1990) says, "the definition of a
patient as one who is awaiting or receiving medical care bypasses an important aspect of
occupational therapy, which is that occupational therapists work not only with illness but
also in areas of prevention and maintenance" (p. 561). Further, OT services include
habilitation as well as rehabilitation for persons with disability- and non-disability-related
needs (AOTA, 2014b), thus necessitating a model of collaborative practice, which better
aligns with the term client. Finally, the Occupational Therapy Practice Framework
(OTPF) specifically recognizes clients as persons, groups, and populations (AOTA,
2014a), a move which also calls for the use of the term client over patient. It is for these
reasons that OT students are taught about the importance of client-centered care with the
use of that specific terminology and mindset: "The client-centered approach is central to
OT practice because only the client can determine his or her own quality of life, and,
consequently, he or she must help the practitioner understand his or her experience"
(O'Brien & Hussey, 2017, p. 30). Therefore, the terms client, client-centered practice,
and client-centered approach will be used throughout this manuscript, with the only
exceptions being in direct quotes using other related terminology and in the discussion of
Rogers' Patient-Centered Theory or PCC (Rogers, 1959) and of the Patient-Practitioner
Orientation Scale (Krupat, et al., 2000).
As empathy, which is defined as the ability to recognize, understand, and share
another person’s experiences and feelings (Rogers, 1951) is critical to any study on a
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client-centered approach (Brown et al., 2010), this study will focus on client-centeredness
and empathy in OT education. Empathy is a highly malleable competency skill that can
be targeted via treatment in healthcare education (Weisz & Zaki, 2017). Empathy is
recognized as a pathway to improvement in areas of communication between an OT
practitioner and a client (Hojat, 2007). Additionally, an increase in empathy has been
shown to result in improved client compliance and client satisfaction as well as minimize
client litigation (Hojat et al., 2005). Further, among nursing students, higher levels of
empathy have been significantly associated with a higher level of client-centeredness
(Haley et al., 2017; Ward, Cody, Schaal, & Hojat, 2012). However, while previous
research has focused on the effect of interventions targeting empathy and clientcenteredness in the context of medical education in other disciplines (e.g., nursing,
pharmacy, physical therapy, and dentistry) (Hojat, 2007), a gap exists in the literature in
OT education. Interventions to assist OT students in developing empathy and clientcenteredness need to be developed, and the efficacy of the interventions need examined.
Empathy and Client-centeredness in OT Education Literature
While other disciplines in healthcare have begun to seek and use evidence-based
practices to improve empathy and client-centeredness in students, unfortunately OT has
not (Abreu, 2011).To date, research on the topics of empathy and patient- or clientcenteredness in healthcare education largely focuses on students in disciplines other than
OT (Hojat, 2007) The primary disciplines in healthcare in which studies have been
conducted on distinct treatments targeting these two aspects of care in students are
medicine, nursing, pharmacy, and dentistry (Weisz & Zaki, 2017).
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Healthcare education students, in general, are frequently exposed to role playing
and other simulated perspective-taking exercises (Coke, Batson, & McDavis, 1978) with
a positive impact seen on their empathy and client-centeredness. Didactic teaching
methods, such as lecture, case presentations, discussion of the importance of these two
attributes in the classroom, and training in communication and interpersonal skills, have
also positively influenced healthcare education students’ empathy and client-centeredness
(Gladstein, 1987; Yedidia, et al., 2003). Further, exposure to films and videos have
facilitated empathy and client-centeredness in students in healthcare (Simmons, Robie,
Kendrick, Schumacher, & Roberge, 1992). Even though similar treatments are used
across the disciplines and much can be learned from the research across disciplines, every
discipline is unique, requiring some discipline-specific treatments. Literature on best
practices for teaching and learning empathy and client-centeredness in OT education is
lacking. While both characteristics are recognized as invaluable attributes for healthcare
professionals to possess (Spiro, 1992; Hojat, 2007), there is limited evidence in regards to
the effectiveness of specific treatments targeting OT students. Thus, there is a need for
more systematic development and investigation of treatments in this discipline.
In studies in which OT students’ empathy and client-centeredness have been
considered, OT students have been compared to students in other disciplines. OT students
have had lower empathy and client-centeredness both in comparison to students in nonhealthcare education focused programs and to those in training for other healthcare
careers (Brown et al., 2010; Christiansen, 1977). Moreover, limited research has shown
that empathy and client-centeredness do not improve through traditional teaching
methods (e.g., listening to lectures, reading diagnostic information, and writing reports)
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often used within OT education programs, particularly in cases requiring students to work
with clients with severe mental illness and chronic health conditions (Dearing &
Steadman, 2009; Mann, Gordon, & MacLeod, 2009). Yerxa (2009) suggested that the
emphasis placed on research and the hard sciences by many OT educational programs
undermines the development of empathy and client-centeredness in students. In addition,
the push for evidence-based practice and biomedical aspects of medical care frequently
puts the focus of clinical encounters on lab work numbers and statistics rather than
relational aspects, resulting in a lack of modeling of client-centeredness and empathetic
behaviors for students on clinical rotations (Hojat et al., 2001; Hojat et al., 2011; Yerxa,
1967). Given the challenges and barriers that present in the development of empathy and
client-centeredness, the research that underscores the significance of these attributes in
OT practitioners, and the limited availability of studies indicating how this process can
successfully be addressed, the introduction of studies in this vein is imperative. Programs
that are implementing treatments to promote these attributes need to do so in a more
systematic and direct manner and need to evaluate the effectiveness of the treatments
implemented.
Problem of Practice
In the Master's degree program in occupational therapy at the University of
Tennessee Health Science Center (UTHSC) in Memphis, Tennessee, treatments aimed at
building empathy and developing client-centeredness are provided throughout the
curriculum. Established in 1988, UTHSC's 29 month-long OT program requires students
to complete 66 credit hours of coursework on campus over 21 months. During this time,
students also earn 6 credit hours via participation in at least 240 hours of clinical
6

experiences, referred to in OT education as Level I fieldwork, with one 80-hour rotation
in the second term and two in the third term. Following the completion of the didactic
component and Level I fieldwork, students complete two 12-week long Level II
fieldwork rotations to earn 24 additional credit hours prior to graduating from the
program with a total of 96 credit hours. Through reading, lectures, and in-class discussion
throughout the program, students learn about the OT profession’s foundational pillars,
which include client-centeredness and the holistic model that supports empathy as a
therapeutic tool. In addition, each student is required to earn at least 20 professional
development hours per term outside of course and fieldwork requirements. Program
professional development requirements are aimed to spur students’ growth in the areas of
empathy and client-centeredness. These two competencies are intended to be addressed
through experiential learning in clinical rotations via the on-campus classes and through
professional development activities. However, the effectiveness of these treatments and
activities has not been systematically evaluated. Moreover, faculty members continue to
notice a need for furthering the growth of these attributes in students based on student
performance evaluations at various points in the program. Hence, direct evaluation of
treatments targeting growth of empathy and client-centeredness in those enrolled in the
program is needed.
While treatments targeting these two aspects of professionalism have not been
formally evaluated, student feedback gathered as part of the program evaluation process
has indicated that certain types of experiences have more heavily influenced their
learning and growth. When surveyed in focus groups at the end of the didactic portion of
their time in the OT program at UTHSC, students have identified their experiences with
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guest lecturers - particularly those who have shared first-person accounts of their
experiences living with an illness or injury - as highly beneficial to their learning process.
In addition, students have indicated that clinical encounters on Level I fieldwork rotations
positively impact their levels of empathy and client-centeredness. Case studies presented
in class and consumed via reading or video as part of preparation for class are also noted
as particularly effective in the learning process. Supported by the Model of Narrative
Reasoning Development and in alignment with the principles of adult learning, it appears
that methods of learning involving narrative, especially first-person accounts, can have a
lasting impact on OT students. As asserted by Mattingly (1991), "a narrative model of
reasoning ... is fundamental to the thinking of [those in training to become] occupational
therapists" (p. 998). Listening to the stories of clients and other illness narratives enables
students to see things through a different lens, and "listening with the 'third ear' and
seeing with the 'mind's eye' can enhance empathetic understanding in the context of
patient care (Hojat, 2007). However, while OT students at UTHSC are exposed to a
variety of experiences and treatments including the use of narrative to target empathy and
client-centeredness, there is a need for systematic evaluation to determine effectiveness
and to provide direction for the future.
Purpose Statement
The purpose of this quantitative, posttest-only experimental study was to
investigate the effect of a narrative-account podcast on empathy and client-centeredness
in occupational therapy students in the Master's level OT program at UTHSC. Students in
Term II (i.e. first-year students) and Term IV (i.e. second-year students) of the program
were recruited as participants to form two stratified groups. From each of the strata, OT
8

students were randomly assigned to treatment and control groups (Appendix A). While
the control group was provided with traditional instruction consisting of written
information about a specific diagnosis for a five week-period (Appendix B), the treatment
group received the same traditional instruction and consumed a podcast over a five weekperiod. The podcast, entitled Living While Dying (Wurzer, 2016), is a multi-episodic firstperson narrative account of a person with a catastrophic illness. Participants in the
treatment group received an email at the start of each week during treatment period
prompting them to listen to the designated episodes of the podcast. Hyperlinks in the
email enabled students to access the episodes for live streaming or downloading on an
Internet-ready digital device (i.e. cell phone, tablet, or computer). Participants in the
treatment group consumed the podcast at a rate of approximately 80 minutes per week,
listening to the narrative account for a total of six hours and 60 minutes over a period of
five weeks (Appendix C). Along with the link, a one-page handout with diagnostic
information was provided to participants in the treatment group each week, and
participants in the control group were provided with the same written information at the
same rate and via the same method of distribution. Thus, the independent variable in the
study was consumption or absence of consumption of a multi-episodic narrative-account
podcast at a rate of 6 hours and 40 minutes over a five weeks-long period.
At the end of the five weeks, all participants completed a post-test via the
Qualtrics platform distributed via email through university listserv. The posttest consisted
of demographic questions and validated instruments to measure the dependent variables.
Empathy, the first dependent variable, is generally be defined as the ability to recognize,
understand, and share another person’s experiences and feelings (Rogers, 1951). The
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level of empathy a participant has will be determined via a composite score on the
Kiersma-Chen Empathy Scale (Kiersma, Chen, Yehle, & Plake, 2013). The second
dependent variable, client-centeredness, will be defined as an attitude that is respectful of
and responsive to the individual needs, desires, values, and preferences of a service
recipient (Laine & Davidoff, 1996; Weiner, et al., 2013). Client-centeredness will be
measured using the composite score on the Patient-Practitioner Orientation Scale
(Krupat, et al., 2000). Multivariate data analysis was used to determine the effect of the
independent variable on the two dependent variables.
Research Questions
The research questions for this study were as follow:
Research Question 1. What is the effect of listening to a narrative-account
podcast on the linear combination of occupational therapy (OT) students' empathy and
client-centeredness?
Research Question 2. What is the effect of listening to a narrative-account
podcast on OT students' empathy?
Research Question 3. What is the effect of listening to a narrative-account
podcast on client-centeredness in OT students?
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Null Hypothesis
The corresponding null hypotheses for this study were as follow:
Null Hypothesis 1. The combination of written diagnostic information and a
podcast of a first-person narrative account when compared to written diagnostic
information only will have no statistically significant effect on OT students' overall level
of empathy and client-centeredness.
Null Hypothesis 2. The combination of written diagnostic information and a
podcast of a first-person narrative account when compared to written diagnostic
information only will have no statistically significant effect on OT students' overall level
of empathy as measured by the Kiersma-Chen Empathy Scale (KCES) (Kiersma et al.,
2013).
Null Hypothesis 3. The combination of written diagnostic information and a
podcast of a first-person narrative account when compared to written diagnostic
information only will have no statistically significant effect on client-centeredness in OT
students as measured by the Patient-Practitioner Orientation Scale (PPOS) (Krupat, et
al., 2000).

11

Definitions
The following terms were used in discussion of the study:
Client. Person or persons, group of individuals, or population; a grouping of
individuals either living in the same vicinity or sharing like concerns (O'Brien & Hussey,
2017).
Client-centered care [or client-centered practice]. An approach to service that
incorporates respect for and collaborative partnership with clients as active participants in
the occupational therapy process, this approach recognizes and incorporates the
knowledge, life experiences, strengths, motivations, and capacity for choice of each
person receiving occupational therapy services (Boyt Schell, Gillen, & Scaffa, 2014).
Client-centeredness. The attribute of focusing on or prioritizing the wants, needs,
and uniqueness of the individual with whom one is interacting or working (O'Brien &
Hussey, 2017).
Clinical reasoning. The process used by healthcare professionals, including
occupational therapy practitioners, to plan, conduct, and revise client care the needs of
the individual indicate (O'Brien & Hussey, 2017).
Empathy. The ability to accurately recognize and relate to the internal frame of
reference of another person without losing sight of the separation of oneself from the
other person (Rogers, 1975).
Narrative. An account of something that occurred in the past, conveyed in
writing or orally (Peloquin, 1995).
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Narrative reasoning. The process used by clinicians including occupational
therapy practitioners that allows for interpretation and understanding of another person's
circumstances (Boyt Schell et al., 2014).
Person-centered Care (PCC). Healthcare service provided in a holistic sense by
consideration of the service recipient as an individual rather than a medical condition or a
sick person or patient (Rogers, Gendlin, Kiesler, & Traux, 1967; Weiner, et al., 2013).
Podcast. A series of digital audio files that can be accessed online and then
downloaded and listened to on an electronic device (Jiménez-Castillo, SánchezFernández, & Marín-Carrillo, 2017).
Professionalism. A set of attributes and behaviors required to perform at capacity
within a specific profession (Sullivan, 2015).
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CHAPTER TWO: REVIEW OF THE LITERATURE
Introduction
Professionalism has been identified as an array of core attributes imperative to the
effectiveness of occupational therapy practice (Sullivan, 2015). OT educators consider
professionalism in students to be an important aspect of OT education and recognize the
development of values, attitudes, and behaviors that align with the profession to be a key
step in shaping one's identity as a future OT practitioner (Sullivan, 2015). Two key
aspects of professionalism set forth in OT programs as an expectation for students are the
development of empathy and a client-centered mindset, the latter of which is henceforth
referred to as client-centeredness (Sullivan, 2015). Contrary to the age-old maxim in
healthcare education that professionalism is "caught, not taught," research indicates that
competencies related to professionalism, including the development of empathy and
client-centeredness, develop through context related to both personal and social
constructs (Bierema, 2011). Through empathy and client-centeredness, the OT
practitioner is able to center the interaction and the treatment on the client, putting the
needs of the individual above all other aspects of the exchange (Perlman, 1979). In turn,
the greater the degree to which an OT practitioner subscribes to client-centeredness, the
higher quality of client care he is able to provide, the more successful the therapeutic
relationship, and the more positive the client's outcome (Davis, 1983; Taylor &
Lamoreaux, 2008).
Empathy is universally recognized as a crucial component in the helping
professions and is identified as one of the major elements responsible for the change that
occurs during the occupational therapy (OT) treatment process (Abreu, 2011; Mennenga,
14

Bassett, & Pasquariello, 2016; Reynolds, Scott, & Austin, 2000). In empathizing with a
client, the OT practitioner validates the individual's sense of self-worth and control, thus
setting the stage for him to write the next chapter of his own life (Burke, 2010). In this
way, occupational therapists are able to "reach out and with empathy show that [they]
care, hoping that from this caring that the person will find his or her own strength”
(Baum, 1980). As indicated in the Occupational Therapy Practice Framework (OTPF)
(AOTA, 2014b), a necessary component of effective OT practice is establishing rapport
and gaining a better understanding of those receiving OT services through empathizing
with the client. The wording in the OTPF directly calls for the use of empathy and a
collaborative approach to service delivery centered on the needs and desires of the person
or persons receiving OT services (AOTA, 2014b). OT practitioners, the document
proclaims, are to connect at an emotional level with those they serve. A therapist honors
personal dignity through an attitude of empathy, [which] spins connections through
which helpers see their own likeness to their patients (Peloquin, 2005).
Empathy and client-centeredness are considered to be important parts of an
education in OT programs. However, a national survey conducted by Taylor, Lee,
Kielhofner, and Katkar (2009) of 568 OT practitioners - most of whom (77%) had
graduated from OT school within the last 5 years - indicated that despite a high value
being placed by participants on the clinician's empathy and client-centeredness necessary
for the establishment of a high quality therapeutic relationship with each client, the
majority felt inadequately prepared at the point at which they entered the field in how to
do so. Further, although almost three-fourths of respondents (72.5%) indicated that these
topics were covered in various classes in their academic programs, about half (51.3%)
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felt the training they received in how to integrate individual needs of each client into the
treatment plan was insufficient. In effect, while the use of effective instructional
treatments in teaching and learning empathy and client-centeredness is recognized as
being necessary in the development of competent OT practitioners, a need for an
evidenced–based pedagogical treatment and a systematic approach to integrate these
treatments into OT curricula is needed.
One pedagogical approach emerging as a way to address empathy and clientcenteredness in occupational therapy and other health professions educational programs
is the use of digital technology (Dearing & Steadman, 2009). Digital technology has
become part of the daily lives of people in the U.S. and across the globe in recent years,
and the use of technology in teaching and learning has been a natural outgrowth of that
movement (Kleinschmidt & Harrington, 2006; Fernandez, Simo, & Sallan, 2009).
Accordingly, audio podcasts are being used in the context of healthcare education at an
increasing rate (Boulos, Maramba, & Wheeler, 2006). A podcast is generally described as
a series of digital audio files that can be accessed online and then downloaded and
listened to on an electronic device (Jiménez-Castillo et al., 2017). The range, flexibility,
ease of use, accessibility, and affordability of podcasts make this medium a viable
platform for learning for students enrolled in health professions educational programs,
including occupational therapy students. As such, this type of technology opens up
options for learning about a wide variety of topics related to the practice of occupational
therapy, including empathy and client-centeredness.
To construct this chapter, a literature search was performed using PubMED,
CINAHL, and ProQuest databases. Keyword searches contained the terms podcast,
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occupational therapy, education, medical education, professionalism, empathy, clientcentered, person-centered, and patient-centered. The purpose of this chapter is to review
the literature on and related to the use of podcasts for fostering empathy and clientcenteredness in occupational therapy students. In the following sections, I illustrate how
empathy and client-centeredness have been taught in OT education and other healthcare
education programs, discuss the theoretical context that provides a foundation for
addressing these aspects of professionalism among OT students, and discuss the benefits
and challenges for including these particular skills in an OT curriculum. Following these
sections, I examine the use of illness narratives in medical and healthcare education and
examine how podcasts, functioning as a form of illness narrative, can be used in OT
education as an effective way to foster the growth of empathy and client-centeredness in
occupational therapy students.
Empathy and Client-Centeredness in OT Education
The overarching goal of OT is to enable engagement in occupations, which are
classified as meaningful daily life activities in which an individual participates (AOTA,
2014a). In OT education, the promotion of empathy and client-centeredness is of
particular import because those professional behaviors are essential in supporting clients'
occupational engagement (Brown et al., 2010). Knowledge and skills addressed in OT
education programs are in large part dictated by the standards provided by the programs'
accrediting body, the Accreditation Council for Occupational Education (ACOTE). The
concept of client-centeredness and its cornerstone empathy are integrated throughout the
standards and are accepted within OT education to be an important component of
professionalism, an overarching concept generally defined as the skills, knowledge, and
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attitudes necessary for competency within a particular field (Robinson, Tanchuk, &
Sullivan, 2012; Jacobs & Simon, 2015). Students are informed at the start of their OT
education that their behavior and their mindset should come to reflect the commonly held
values and beliefs of the profession as a whole (Sullivan, 2015). Rogers' Theory of
Person-Centered Care provides a roadmap for growth in areas of professional
development necessary for the provision of effective occupational therapy practice
(Rogers, 1959). As students enter OT school and begin their journey into the world of
OT, the consideration of the principles of adult learning (Bierema, 2011) coupled with
the Model of Narrative Reasoning development (Nesbit, Randall, & Hamilton, 2016)
catalyze the professional development required for the growth of empathy and clientcenteredness in accordance with the tenets of Rogers’ theory.
Theoretical Context
Rogers’ Patient-Centered Theory
An influential American psychologist, Rogers is widely considered as the founder
of the humanistic approach to psychology as well as a trailblazer in research in the field
of psychotherapy (Hojat et al., 2011). Rogers’ Patient-Centered Theory was used as the
conceptual framework in defining empathy and patient-centered care (PCC). PCC is a
model of healthcare that asserts patients are persons and should be viewed from a holistic
perspective rather than in the context of a medical condition (Ekman, et al., 2011). As
such, PCC focuses on the background, preferences, values, and desires of the individual
(Rogers, 1951). Further, in a way that aligns well with the work of Rogers, PCC is based
on the premise that individuals are resources and responsible for improvement of their
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condition and that in order for a client to improve therapists should be warm, genuine,
and understanding (Ekman, et al., 2011). Rogers (1986) explained, “It is that the
individual has within himself or herself vast resources for self-understanding, for altering
his or her self-concept, attitudes and self-directed behavior – and that these resources can
be tapped if only a definable climate of facilitative psychological attitudes can be
provided.” Rogers, who preferred the term client over the term patient, believed that
within every individual is the capacity for self-understanding and self-direction (Sheehy,
2014). He purported that the goal of therapy is to facilitate a state of congruence between
the way the client perceives himself (e.g. his self-image) and how he wants to be (e.g. his
ideal self) (Sheehy, 2014). The development of this state – or the resolution of
incongruence, as Rogers said – can be reached through a process of personal growth,
which he saw as the process of closing the gap between self-image and the ideal self
(Rogers, 1986). According to Rogers (Rogers, 1975), personal growth is best supported
in conditions in which one feels valued and respected, and this type of climate is created
via trusting, open relationships that allow for movement towards personal growth and
eventually self-actualization. In a clinical setting, Rogers declared, the skilled practitioner
should operate on three basic principles or exhibit three basic attributes, including
congruence, unconditional positive regard, and empathy. Rogers (1975) defined empathic
understanding is as follows:
If I am truly open to the way life is experienced by another person...if I can take
his or her world into mine, then I risk seeing life in his or her way...and of being
changed myself, and we all resist change. Since we all resist change, we tend to
view the other person’s world only in our terms, not in his or hers. Then we
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analyze and evaluate it. We do not understand their world. But, when the therapist
does understand how it truly feels to be in another person’s world, without
wanting or trying to analyze or judge it, then the therapist and the client can truly
blossom and grow in that climate (pp. 2-3).
Empathy is a quality that can be learned and stands as the most powerful element
of PCC (Rogers et al., 1967). As professed by Rogers (1967), there are numerous benefits
to high levels of empathy within the therapeutic relationship between the client and the
practitioner, which has been supported throughout the literature. These benefits include
the development of a positive clinical atmosphere that helps a client feel like an equal and
supports the development of trust (Raja et al., 2015). This, in turn, allows the client to
feel secure enough to disclose more about himself, resulting in more accurate diagnosis
and higher quality treatment (Raja et al., 2015). Following in the tradition of Rogers,
practitioners and educators in the field of OT believe that the development of empathy in
students allows them to practice using a client-centered approach (Abreu, 2011). Further,
those in the OT profession have issued a call for expanded training for OT students that
result of greater levels of empathy and client-centeredness (Abreu, 2011).
Model of Narrative Reasoning Development
Narrative reasoning is recognized within the profession of OT as essential to
maintaining the human element in the therapeutic process that enables the OT practitioner
to effectively interact with and gain an understanding of the client (Jacobs & Simon,
2015). Identified by Mattingly as “a central mode of clinical reasoning in occupational
therapy” (1991, p. 998), the term clinical reasoning is defined as a process through which
OT practitioners come to understand the circumstances, emotions, and thoughts of
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another person by looking through the lens of story (Boyt Schell et al., 2014). Narrative
reasoning is based on a phenomenological approach to client care and serves as the basis
for interactive and conditional reasoning, both of which are essential to the process of
taking in and making sense of things important in a client’s life (Unsworth, 2004).
According to Mattingly (1991), “therapists reason narratively when they are concerned
with disability as an illness experience, that is, with how a physiological condition is
affecting a person’s life,” (p. 998). This, in turn, plays a vital role in the provision of
effective OT services, as evidenced in research in the field (Unsworth, 2004).
Consequently, to allow for the interpretation of events through stories, narrative is
frequently used in health care education, particularly stories portraying the illness- or
disability-experience in order to facilitate the development of narrative reasoning in
students as part of their professional development (Darbyshire & Mckenna, 2013)
(Peloquin, 2005). The high value placed on storytelling in the field of OT is evidenced by
the term developed within the profession, occupational narrative, which refers to a story
that relays information about one’s engagement in occupation, including challenges and
barriers to participation in one’s desired occupations (Boyt Schell et al., 2014). OT
educators recognize that “listening with the ‘third ear’ and seeing with the ‘mind’s eye’
can enhance empathetic understanding in the context of patient care,” (Hojat, 2007, p.
117). Within the profession of OT, narrative reasoning is said to allow practitioners to
discern and comprehend the occupations as well as the supports and barriers to
occupational engagement, a process which is necessary for the development of plans of
care that are client-centered in nature (Burke, 2010). As such, students must learn to use
narrative reasoning “to form a multidimensional knowledge base, link assessments to
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function, demonstrate a caring attitude, and consider patients as individuals with unique
life experiences” (Nesbit et al., 2016, p. 2).
Along with physical therapist educators Kathryn Nesbit and Kenneth Randall, OT
educator Toby Hamilton designed a model of development for narrative reasoning to
support the formation of this type of reasoning in students, which they describe as an
essential component of clinical reasoning in practice (Nesbit et al., 2016). Facilitating the
“understanding [of] patients’ experiences with illness within the biosocial context of their
lives including beliefs, values, and culture” (Nesbit et al., 2016, p. 2) allows for the
enhancement of the level of competency in professional reasoning through engagement in
the stories of others (Scott & Scott, 2016). Nesbit et al. (2016) depict their model as a
spiraling process showing advancement in the clinical reasoning development process as
well as the opportunities for impact by various factors as the cycle loops back repeatedly;
narratives developed and consumed by an individual at each stage within the model serve
to elevate the growth in narrative reasoning.
“Shaping the ways in which students learn the meaning of [healthcare] is a critical
part of [healthcare] education, [and] one of the ways in which meaning is learned is
through stories” (Kumagai, A conceptual framework for the use of illness narratives in
medical education, 2008, p. 655). Hearing a story told from a client’s perspective allows
learners to expand their understanding of that person’s experience and to take part in
perspective-taking as part of self-directed and other-directed role-taking (Hoffman,
2000). This in turn gives the student the opportunity to become acquainted with and to
pull into his own context “the messy, confusing, always special context of lived
experience” (Kleinman, 1988, p. 206). A key point in development occurs when one
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recognizes that others have experiences, perspectives, and values that differ from one’s
own, and narratives shared in the context of OT education facilitate this process while
also supporting the student’s growth in empathy (Brown, Kirkpatrick, Mangum, &
Avery, 2008; Hojat, 2007; Mattingly, 1991).
Adult Learning Theory
When considering OT education, which serves an adult population, I would be
remiss not examine the potential of Adult Learning Theory (ALT) to frame and inform
this investigation and the treatment being examined. Adult learning is a complex
phenomenon that involves an evolving set of theories and research. Sharan Merriam,
professor of adult education at the University of Georgia and author of over 25 books on
adult learning, depicts the process of adult learning as “an ever-changing mosaic where
old pieces are rearranged and new pieces are added” (Merriam, 2007, p. 94). Adult
learning is no longer viewed as strictly a cognitive process, Merriam (2007) proclaims; it
is now known to be multidimensional in nature as a holistic process that involves the
body, the emotions, and the spirit in addition to the mind. In this way, “sensory data are
events that the brain turns into experience” (Taylor & Lamoreaux, 2011, p. 53), thus
allowing the adult learner to construct meaning as it relates to what is already known and
to what the learner seeks to know. Merriam’s ideas are in part based on the work of
educational researcher Malcom Shepherd Knowles (1984), who theorizes that adults
learn in ways that are unique from children. For example, adults are capable of being
more self-directed in the learning process and are often more motivated to do the work
involved in learning (Knowles, The adult learner: A neglected species, 1984). In addition,
adults enter the learning environment with more life experience and knowledge than
23

children, allowing the adult learner to draw on past experiences while pulling new
information into the context of what is known (Knowles, Holton, & Swanson, 1998).
Finally, Knowles et al. (1998) stress the value of the learning process in adult learning
and emphasizes the comparable efforts on the part of the learner and the instructor
involved in adult learning.
Given that the OT students at UTHSC, like adult learners in general, have a
specific and unique set of needs (Kiely, Sandmann, & Truluck, 2004), characteristics
identified in ALT were considered in the design of this study, including a desire for
exposure to things that clearly connect to their lives and their preference of having an
opportunity to draw and reflect upon past experiences as part of the learning process
(Merriam, Caffarella, & Baumgartner, 2006). In the conceptualization of ALT, Boyatzis,
Cowen, and Kolb (1995) purport that adults prefer to learn best when given the
opportunity to take in information and construct meaning in a self-directed manner. As
such, ALT was considered in the development of the study treatment.
Review of the Literature
While there are many skills that are necessary in order to be a competent
healthcare practitioner, empathy and client-centeredness are attributes viewed in the U.S.
as key in the provision of satisfactory healthcare services (Graber, Mitcham, Coker-Bolt,
& Wise, 2012). In addition, the healthcare community has largely accepted the
importance of empathy in effective practice (Dunbar & Nichols, 2012; Entwistle & Watt,
2013). Empirical studies by Hojat (2007) and Hojat et al. (2001) recognized empathy as
the principal ethical value for healthcare workers to possess. Moreover, clientcenteredness in healthcare practice has even been classified as a bioethical issue;
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healthcare professionals are called upon to consider the individual circumstances of a
client in every phase of treatment (Entwistle & Watt, 2013). Improved client outcomes
and better quality client care have been attributed to empathetic and client-centered
involvement by health professionals (Hojat, Louis, Maio, & Gonnella, 2013). Research
has also suggested that healthcare professionals who demonstrate empathy have increased
job satisfaction, better organization and clinical competency (Hojat 2009; Reynolds et al.,
2000; Stepien & Baernstein, 2006). Empathetic and client-centered practice have indeed
yielded positive outcomes such as increased client satisfaction and trust, which may lead
to better quality care in the form of diagnosis, compliance, and lower cost of medical care
(Entwistle & Watt, 2013; Hojat et al., 2013).
Client-Centeredness
As in the language preferred by Rogers, the term client is often preferred over the
term patient within the profession of occupational therapy (OT). The idea behind this
shift in nomenclature is that there is an implication of sickness or even helplessness
associated with the word patient, whereas the word client communicates an air of
wellness and holistic care as well as conveying more power and control on the part of the
service recipient. Another important term in the field of OT is client-centered care. While
there is a similarity between this phrase and the way that Rogers used the term clientcentered therapy, the distinction centers on the scope of practice of the profession of
occupational therapy, a set of guidelines and regulations that outline the procedures,
actions, and processes that OT practitioners are allowed to undertake and follow
according to the professional licensing board (AOTA, 2014b). Within this resource,
client-centered care is defined as that which involves “collaboration with the client
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throughout each aspect of service delivery [of occupational therapy]” (AOTA, 2014b, p.
S37). Drawing upon like ideas, both Rogers and the authors of the OTPF clearly
acknowledge the importance of the consideration of the client as an individual with a
unique background, ideals, capacities and desires (Mroz et al., 2015). Throughout the
Scope of Practice document, OT practitioners are called upon to discover, consider, and
integrate the unique factors and performance patterns of each client within the context of
the services provided to that individual. As such, those within the profession of OT who
demonstrate a focus on or prioritization of the wants, needs, and uniqueness of an
individual receiving OT services are said to be client-centered and to possess an attitude
of client-centeredness (Boyt Schell et al., 2014).
Central to the issues involved with client-centered care in the healthcare arena is
the issue of empathy. A client-centered mindset bears particular import in the field of
occupational therapy because one of the guiding beliefs in the profession is that the most
instrumental tool available to a practitioner is the empathetic use of self within a
therapeutic relationship (Abreu, 2011). Further, as communicated in the American
Occupational Therapy Association Vision 2025, the professional organization’s most
current vision statement, a top priority of the profession as a whole is to provide
customized services that meet the individual needs of each consumer in a way that is
accessible to and effective for all (AOTA, n.d.).
Empathy
The term empathy is defined and applied in a variety of ways, ranging from
experiencing emotions that match those felt by another person to relating to what
someone else is experiencing based on one’s own past experiences or frame of reference
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(Batson, 2009; Hodges & Klein, 2001). According to shame and vulnerability researcher
Brené Brown (2012), empathy is the ability to connect with and relate to an emotion that
someone is experiencing rather than relating to the event or circumstance; it calls for the
taking on of a perspective as if from within another person (Schroder, 1925). This is
consistent with Rogers’ explanation of the term in which he said “To sense the client’s
inner world of private personal meaning as if it were your own, but without ever losing
the ‘as if’ quality, this empathy” (Rogers, 1967, para. 4). The process of empathizing is
complex and requires creativity and flexibility of thinking on the part of the empathizer.
Further, this ability is part of a multidimensional process which arises through observing
the experience and emotions of another person as well as associating with his or her
emotional state or perspective (Abreu, 2011). In this way, empathy is dependent not only
on participation in or awareness of another’s participation in an experience but also on
recognition of the emotional state that goes along with the encounter and a willingness to
learn about the connection between the experience and the emotion (Watt, 2005).
In general, there are thought to be two types of empathy, cognitive and affective,
each of which can occur in isolation or in combination (Hojat, 2007). Cognitive empathy
is described as perspective-taking, conceptualizing, or thinking about what another
person is likely to be feeling based on current knowledge, previous experience, inference,
and logic. The cognitive domain of empathy is a learned skill that is developed over time;
growth in this area comes from one’s ability to take on the perspective of another person
even in situations one has not experienced on a personal level (Brunero, Lamont, &
Coates, 2010).
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Also referred to as emotional empathy or experience-sharing, affective empathy is
the capacity to respond appropriately and congruently by sharing in the internal state or
states experienced by another (Devlin, Zagi, Ong, & Gruber, 2014). This type of
emotional reaction involves the ability to recognize and internalize the emotions of
someone else (Rogers, 1959). Hoffman (2000) points out that the affective component of
empathy involves emotions that are more appropriate to another’s situation rather that to
one’s own. A more passive emotional response to an experience or an emotion of another
person, this aspect of empathy is closely related to sympathy, a feeling of pity or sorrow
for another person (Hojat, Nasca, Mangione, Vergare, & Magee, 2002). In contrast to
sympathy, though, empathy relies on the understanding of the situation of another person
as if it were being shared while still maintaining a space between that experience and
one’s own reality (Vohs & Baumeister, 2007). For the purposes of this study, the term
empathy will be thought of as it has been defined by the developers of the Kiersma-Chen
Empathy Scale (KCES) which will be used as a measurement tool in this investigation. In
this context and in framed by Rogers’ definition of the term, empathy is said to be the
ability to understand and view things from the perspective of another person (i.e. the
client) and to connect with that person’s experiences, feelings, or beliefs “as if” it is your
own (Kiersma et al., 2013; Rogers, 1967).
The Distinction Between Empathy and Sympathy
As an essential feature of empathy, the processing of cognitive information
present in the empathetic response is in many ways what sets it apart from sympathy, an
associated expression that, like empathy, relies on emotional mental processing (Brock &
Salkisky, 1993). The distinction between these two states is the amount of each type of
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information that serves as the dominant force. For empathy, it is the cognitive aspect,
while it is the emotional aspect for sympathy. As such, empathy is an intellectual attribute
that also requires as a key feature an attempt to comprehend another’s situation in an
open and nonjudgmental way. It requires sensitivity, respect, and a willingness to be fully
present in one’s interactions with others (Peloquin, 1995). As explained by Black (2004),
empathy is more sophisticated and deliberate when compared to the more involuntary
process of sympathy. In addition, self-awareness, active listening skills, and a spirit of
altruism are major components along with openness and an ability and willingness to
view things through the lens of another (Starcevic & Piontek, 1997). This distinction is
relevant to the field of occupational therapy because, according to Shamasundar (1999),
sympathy is not required in a therapeutic relationship and may in fact be detrimental to
client outcomes as well as to clinician morale, while empathy has been shown to be
directly related to the practitioner-client team to reach a mutual understanding of one
another regardless of the closeness of the divide in their personal life situations and
experiences.
Empathy and Client-Centeredness in OT Education
In the same way that leaders within the profession of occupational therapy (OT)
have called for the prioritization of empathy and client-centeredness as key components
of practice in the field as described in the previous chapters (Abreu, 2011; Barris &
Kielhofner, 1986; Clark & Simpson, 2013; Peloquin, 2005; Tse, 2016), the development
of empathy and client-centeredness in OT students has long been of concern to OT
educators (Alma & Smaling, 2006; Brown et al., 2010; Wise & Page, 1980). Over the
past 50 years, OT educators have expressed concerns about both the need for more
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developed interpersonal sensitivity amongst OT students and a more strategic and
evidence-based initiative though which to address this deficit area as students are being
prepared to enter the field as clinicians (Christiansen, 1977; Fleming, 1991; Greenstein,
1975; Posthuma, 1972; Thomas, Beyer, & Sealey, 2018). As early as 1977, researchers in
the field of OT began studying empathy levels of OT students (Christiansen, 1977),
indicating a concern not only for the levels of empathy in OT students at various points of
their progression in their education but also about how related attributes were targeted
and developed. More recently, an investigation of OT students in Australia found a
discrepancy in the amount of empathy felt for clients with different types of diagnoses
(Brown et al., 2010). In line with similar studies conducted with students and
professionalism in other healthcare disciplines, participants in this study showed higher
levels of empathy for individuals with visible, physical impairments like traumatic brain
injury and stroke than they did for those with challenges in mental health and substance
abuse or addiction. In a study conducted in 2010, Brown et al. compared levels of
empathy in three groups of students within a single OT program through the use of the
Jefferson Scale of Physician Empathy (JSPE). Based on data from 92 respondents
enrolled in the first, second, and third year of a four-year program of study, there were no
statistically significant differences between the groups, suggesting that information and
experiences to which learners were exposed throughout the program did not elicit change
in empathy levels. Based on the limitations of the study stemming from the convenience
sampling at one university, questions remain as to how the results of a similar study
would look if the sample size were to be increased or if a nationwide sample were to be
obtained. Further, it has not been determined what the empathy levels or attitudes would
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be of a single cohort group in a study conducted over time in a longitudinal fashion.
Finally, given that the investigators report that there was no significant change in
empathy level amongst students at various places in the program, the question remains as
to what the impact of a strategically integrated invention specifically designed to
positively impact levels of empathy and client-centeredness over the course of the
students’ educational training would be (Brown et al., 2010).
Empathy and client-centeredness can be observed in OT students not only in
their interactions with others in clinical and service-oriented pursuits but also in their
reflective and scholarly writing and in choices they make in their spoken language
(Jamieson et al., 2006). For example, many students enter OT programs using phrases
like “stroke patient” and “accident victim” as they have yet to learn about the importance
of person-first and ability-focused language that is more appropriate in professional
contexts as well as more in alignment with the mindset of the OT profession. Despite the
dialogue about the importance of incorporating and preserving empathy and clientcenteredness into the healthcare practitioner-client relationship, there are challenges
associated with this aim, and many of these problems stem from the complexity of the
empathetic process. A crossing over into the lived experience of another person is
required, and this calls for a much deeper connection than just becoming aware of his or
her situation (Burwash, 2013). As described by Peloquin (1995), acts of empathy leading
to client-centeredness require those in the field of occupational therapy to be present in
the moment, attuned to the client at a deep level, capable of recognizing similarities and
differences between themselves and the client, and finally willing to connect with the
feelings of another person and able to both recover and learn from that connection.
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Empathy and Client-Centeredness as Attributes of Professionalism in OT
Education
An integral part of the educational process for individuals on the path to
becoming OT practitioners is the development of professionalism, which is defined as
“an overarching concept that encompasses key ideals specific to [the] profession [of
occupational therapy]” (Robinson et al., 2012, p. 276). Students are informed at the start
of their OT education that their behavior and their mindset should reflect the commonly
held values and beliefs of the profession as a whole (Davis & Rosee, 2015; Kasar &
Muscari, 2000). Two key aspects of professionalism set forth in OT programs as
expectations for students are empathy and client-centeredness (Bossers et al., 1999; Davis
& Rosee, 2015; Robinson et al., 2012).
Although the profession of OT is closely associated with the field of medicine,
occupational therapy is not a medical profession; rather, OT is a distinct profession that
functions from a mindset different from other specialties within the field of health care
(Baum, 1980; O’Brien, 2018). The philosophical base of OT emphasizes the total
integration of body, mind, and spirit (Abreu, 2011). As a result, the holistic belief system
at the root of the profession guides OT practitioners in recognizing and relating to the
strengths, the desires, the background, and the circumstances of clients served (Myers &
White, 2010). From the first term of OT school, OT students are charged with learning to
support those receiving OT services in the exploration of their potential in producing
change in their own health status. Students begin their education by studying the
Occupational Therapy Practice Framework (OTPF), now in its third edition. This
document, produced in 2014 by the American Occupational Therapy Association
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(AOTA, 2014a), presents a summary of interrelated constructs that describe OT practice.
Through this, OT students are called upon are they prepare to enter the field to develop
and “use their knowledge of the transactional relationship among the person, his or her
engagement in valuable occupations, and the context to design occupation-based
treatment plans that facilitate change or growth in client factors (body functions, body
structures, values, beliefs, and spirituality) and skills (motor, process, and social
interaction) needed for successful participation” (AOTA, 2014a, p. S1).
Because of the interrelationship between the foundational beliefs of the profession
and the attributes of empathy and client-centeredness, the development of these two areas
of professional behavior in OT students are included in the focus of educational programs
as part of the desired outcomes set forth in the curriculum design (Bossers et al., 1999;
Davis & Rosee, 2015; Fidler, 1996; Robinson et al., 2012). Despite OT programs’
proactive targeting, however, multiple challenges related to the development of empathy
and client-centeredness are present. For example, with the increased usage of technology
in today’s society has come a similar trend in the healthcare arena through electronic
medical records, point-of-service documentation, electronic evaluation and diagnostic
tools such as automated blood pressure monitors, and the exchange of clinically-related
communication via email and text messages (Hojat et al., 2001). As a result, concern has
been raised about the impact of this movement on holistic client care (Hojat et al., 2001).
Other factors present in the healthcare arena are said to be contributing to
depersonalization in clinical care, including workload, productivity demands, and billing
procedures and challenges, all of which are said to undermine empathy amongst students
and practitioners in the field of occupational therapy (Yerxa, 2009). Studies have shown
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that empathy levels amongst some students in other disciplines preparing to enter the
healthcare arena decline during clinical training (Chen, Lew, Hershmann, & Orlander,
2007), and there is concern among OT educators that a similar trend may be occurring in
OT students during fieldwork rotations (Abreu, 2011; Yerxa, 2009). Further, recent
research has indicated that the push among healthcare professionals to focus on widesweeping research rather than individual cases, the diagnosis rather than the person, and
the science over the emotion – a phenomenon known superempiricism, reductionism, or
the it mentality (Holm, 2000, p. 577) – is particularly paradoxical and even dangerous in
the field of occupational therapy.
Treatments Used to Address Empathy and Client-Centeredness
Several types of treatments have been used to target empathy and clientcenteredness in OT programs. In general terms, there are two categories of empathy
treatments: Experienced-based treatments, which are based on activities that encourage
learners to improve their awareness of the internal states of others, and expression-based
treatments, which help students learn how to express empathy for others (Weisz & Zaki,
2017). As described below, the occupational therapy program at the University of
Tennessee Health Science Center (UTHSC) largely focuses on experience-based
treatments to target empathy in students. Because of this – and because clientcenteredness and empathy are considered to be internal processes akin to mindset rather
than emotion or cognitive thought process – this research was designed as an
experienced-based treatment. Said to develop the clinical skills of participants through
allowing them to imagine themselves in the situation of the other person and to consider
the other person's internal states, experience-based treatments such as this one offer
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learners the opportunity to gain a deeper understanding of the thoughts and feelings of
another person, which is compatible with client-centeredness (Wilkes, Milgrom, &
Hoffman, 2002).
Targeting of Empathy and Client-Centeredness at UTHSC
At the University of Tennessee Health Science Center (UTHSC), the development
of empathy and client-centeredness among OT students is addressed by faculty members
both within the context of coursework and as a component of expectations associated
with students’ development in professionalism. As one of the requirements for
graduation, students must participate in what is referred to by the program as the
Advanced Professional Development Evaluation (APDE) process, which calls for each
student to create a digital portfolio with written reflections and photographs to serve as
evidence of their growth in four areas of competency. In one of these four areas,
Occupation- and Client-Centered Practice, there are six specific competencies relating to
empathy and client-centeredness, including “focuses on the client’s beliefs, values, and
goals,” and “... demonstrates a caring, empathetic and non-judgmental manner” (UTHSC
Program in Occupational Therapy, 2018, p. 1). Based on experiences during the clinical
Level II fieldwork portion of their training, students are required to synthesize and write
about what each of these competencies means in terms of functioning as an effective
practitioner and to provide examples of how they have demonstrated their capacity for
each competency in the field.
Within the context of the classroom, role play with peers and instructors and
clinical simulation encounters with standardized patients (i.e. actors playing the role of
patients) is one way that the attributes of empathy and client-centeredness are targeted in
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coursework at UTHSC. Structured debriefing and reflective journaling are used in
tandem with these treatments as per the research to further promote learning and growth
(Dreifuerst, 2015). Assignments and in-class and online discussion forums further this
mission by facilitating perspective-taking and a client-centered mindset as students are
called to give examples of ways that factors important to a client are to be considered and
integrated into their interactions with service recipients. Additionally, course instructors
discuss and model what is commonly referred to as person-first language, which is a
linguistic approach that puts the noun before the description of an individual in order to
avoid marginalization or dehumanization of those with disabilities (Herzberg, 1990;
Reynolds et al., 2000; Zaki & Cikara, 2015).
Another treatment used in the OT program at UTHSC to build empathy and
client-centeredness is the use of case studies. When the presentation of a case study
moves beyond diagnostic, evaluative, and treatment-specific information to involve more
personal aspects of individual’s life, the treatment is said to be based on narrative
technique, which centers on the human aspects of the client’s story (Greenfield,
Anderson, Cox, & Tanner, 2015). “Narratives of illness provide a framework for
approaching a patient’s problems holistically, and may uncover diagnostic and
therapeutic options,” (Greenhalgh & Hurwitz, 1999, p. 48). Further, the use of client
stories – often referred to as illness narratives – serves as a powerful tool in the learning
process as it challenges students’ assumptions and fills in gaps in their experience and
knowledge when it comes to living with illness and disability (Kumagai, Murphy, &
Ross, 2009). In this way, illness narratives, which may be conveyed either as first- or
third-person accounts, can allow students to view things through the perspective of a
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person with challenges – and often a background and lifestyle – different from their own.
“Narratives offer a method for addressing existential qualities such as inner hurt, despair,
hope, grief, and moral pain which frequently accompany, and may even constitute,
people’s illnesses” (Greenhalgh & Hurwitz, 1999, p. 48). In regards to the use of this
treatment in the UTHSC occupational therapy program, while the intent of educators in
the department has clearly been to improve empathy and client-centeredness in students,
evaluation of the effectiveness of the treatments used has not been conducted.
While the need for fortification of empathy and client-centeredness amongst OT
students has been recognized in the literature (Campbell, Kagan, & Krathwohl, 1971;
Parker, Rubin, Erath, Wojslawowicz, & Buskirk, 2006; Robinson et al., 2012), the best
practice treatment for operationalization is undefined (Kasar & Muscari, 2000; Robinson
et al., 2012). Research has shown that empathy is not a universal response; in fact, some
situations commonly encountered by OT students have been shown to result in a decrease
in levels of empathy in people in a general context (Chiao & Mathur, 2010; Weisz &
Zaki, 2017; Zaki & Cikara, 2015). Further, the lecture-based, content-focused style of
teaching often used in OT education fails to promote the development of professionalism
and soft skills, including empathy and client-centeredness (Mann & Himelein, 2004).
Even within the context of experiential learning and face-to-face contact with people
dealing with illness and injury on a daily basis to which OT students are exposed in the
clinical portion of the educational process, referred to as fieldwork experiences in
academic programming, challenges and barriers that negatively impact the furthering of
attitudes and behaviors centered on empathy and client-centeredness are present (KnechtSabres, 2013; Peloquin, 2005; Robinson et al., 2012). Because treatments that have been
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studied in OT education have not shown a positive impact on levels of empathy and
client-centeredness in students, OT educators are turning to newer approaches which
have yet to be researched.
Summary and Solution
While empathy and client-centeredness are recognized as vital components of the
education of OT student, there is a lack of evidence in regards to the effectiveness of
treatments being used to target these aspects of professionalism in OT education
programs. In addition, barriers impacting the development of these attributes are present,
including the increased usage of technology in society and in the healthcare arena and
high workload demands of fieldwork educators who may subsequently model a lack of
empathy and client-centeredness (Hojat et al., 2001). OT educators must look for ways to
effectively address this issue in order to facilitate these aspects of professionalism,
namely empathy and client-centeredness, in OT students preparing to enter into the field.
While methods such as teaching about empathy and client-centeredness as a concept,
having students study the challenges associated with various diagnoses, and assigning
case studies for students to read have been tried in the past, they have fallen short
(Mennenga et al., 2016). In addition, though opportunities for experiential learning are
frequently provided for OT students throughout the curriculum during clinical rotations,
role-play and clinical simulation encounters as well as via case studies, it is unclear
whether students are being challenged in such a way that motivates, intrigues, and
engages them in a meaningful way as per adult learning theory. In addition, with the
busy, on-the-go lifestyle and the oft observed proclivity for the use of technology and
multi-tasking noted in OT students in current times, instructor-provided case studies –
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whether in delivered in written form, via slide deck presentation, or through the relaying
of the client story by the instructor – frequently do not align with student needs. Because
of societal trends and personal factors impacting students enrolled in OT programs
presently, the traditional methods of instruction necessary for the development of skills
and knowledge associated with empathy and client-centeredness often do not allow for
materials to be readily or regularly accessed or consumed as needed based on the needs
and desires of today’s OT student. Further, while data from focus groups at UTHSC
indicates that students feel their learning and perspective are shaped by personal accounts
of individuals with illness or disability encountered via guest lecturer or on clinical
rotation, opportunities for such interactions are limited due to logistics.
Based on the literature above, evidence exists supports the use of podcasting as an
instructional treatment to address the gap in research described in this proposal while
incorporating ideas associated with the Model of Narrative Reasoning and concepts of
ALT while at the same time considering challenges in addressing empathy and clientcenteredness in OT education (Dearing & Steadman, 2009; Fernandez et al., 2009; Haley,
2016; Hojat, 2011; Luna & Cullen, 2011). While research on the importance of
facilitating the growth of OT students’ empathy and client-centeredness supports the
targeting of these two components of professionalism in OT education, there is a gap in
the literature as to how this can effectively be done. As will be described in Chapter 3,
podcasting, a tool in educational technology that has been used in education at an
increased frequency in recent years, is a way that OT educators can provide insight into
clients’ lived experience and perspectives and, through that, facilitate the development of
empathy and client-centeredness in OT students.
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CHAPTER THREE: METHODOLOGY
Introduction
In order to prepare students to provide effective client care in the field,
occupational therapy (OT) programs are tasked with expanding students’ empathy and
client-centeredness as an aspect of professionalism (Bauchat, Seropian, & Jeffries, 2016;
Hojat, 2007; Ozcan et al., 2012; Rogers, 1951). Defined as the ability to recognize,
understand, and share another person’s perspective and feelings, empathy is said to be
malleable and is identified as one of the major elements responsible for the change that
occurs during the OT treatment process (Abreu, 2011; Mennenga et al., 2016; Rogers,
1951). Further, research shows that increased levels of empathy are significantly
associated with increased client-centeredness (Haley, et al., 2017)(Haley et al., 2017).
Client-centeredness, defined as an attribute allowing a professional to focus on and
prioritize the wants, needs, and uniqueness of the individual with whom the professional
is interacting or working (Boyt Schell et al., 2014; O’Brien, 2018), is identified in the
Occupational Therapy Practice Framework as an approach essential to the OT process
(AOTA, 2014a). Therefore, OT educators aim to facilitate the development of both
components (Abreu, 2011). There is limited evidence in the literature, however, on
successful methods of treatment used to address empathy and client-centeredness in OT
education (Abreu, 2011). Additionally, OT students’ competency in both areas continues
to be of concern (Brown et al., 2010; Lyons, 1995).
Given the research showing discrepancies between levels of empathy in OT
students as compared to students in other healthcare education programs and lack of
evidence-based practices for OT education (Bellini, Baime, & Shea, 2002; Brown et al.,
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2010; Chen et al., 2007; Christiansen, 1977; Hojat et al. 2009; Newton et al. 2000; Nunes
et al. 2011; Ozcan et al., 2012; Singh, 2005; Williams et al., 2014), systematic
investigation of OT education treatment practices is needed. Specifically, in the Master’s
in occupational therapy program at the University of Tennessee Health Science Center
(UTHSC) in Memphis, Tennessee, students’ empathy and client-centeredness are set
forth as aspects of professionalism to be developed. However, as in OT education at large
in the U.S. (Brown et al., 2010; Lyons, 1995), the program has not systematically
investigated the effectiveness of treatments to date.
Therefore, this study was designed to investigate the effect of listening to a
narrative-account podcast on empathy and client-centeredness of OT students enrolled in
an entry-level OT education program at this metropolitan university. An experimental,
posttest-only control group design was selected, and specific research questions were
addressed. First, what is the effect of listening to a narrative-account podcast on the linear
combination of occupational therapy students’ empathy and client-centeredness? Second,
what is the effect of listening to a narrative-account podcast on occupational therapy
students’ empathy? Finally, what is the effect of listening to a narrative-account podcast
on client-centeredness in occupational therapy students? A multivariate analysis of
variance (MANOVA) was used to answer the research questions and make a decision
about the corresponding null hypothesis. Post hoc testes (i.e., individual analysis of
variance (ANOVA)) were not conducted as the results of the MONOVA were not
significant. This chapter discusses the method and design, instrumentation, data
collection and analysis, and limitations and ethical considerations for the proposed study.
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The Investigation Plan: Method and Design
A quantitative, experimental, posttest-only control group design was used in this
investigation to determine the effect listening to a first-person narrative-account podcast
on OT students’ empathy and client-centeredness. This design was chosen as it is
rigorous and controls for most threats to internal validity (Creswell, 2015). The value of
the posttest-only control group design over the pretest- posttest design is that it reduces
threats of testing, instrumentation, and regression (Creswell, 2015). This design was
selected based not only based on its robust nature, but also because the design is
appropriate and feasible as the planned study uses both manipulation and control as well
as random assignment of participants (Creswell, 2015). Manipulation of the program’s
professional development activity was planned. Participants in the treatment group
consumed a narrative-account podcast while those in both the treatment and control
groups received a handout as used in standard instruction. A convenience sample drawn
from students enrolled in the Master’s degree program in the Department of Occupational
Therapy at the University of Tennessee Health Science Center (UTHSC) was randomly
assigned to control or treatment groups using stratified sampling based on each student’s
year of study in the program. Thus, equivalence between the two groups was assumed
(Creswell, 2015; DePoy & Gitlin, 2011). A series of chi-square of independence tests and
a t-test based were conducted to ensure similarity of groups. The analyses demonstrated
that the treatment and control groups were not significantly different in their proportions
of males and females or ethnic groups. The average ages of participants between groups
did not differ, thus the demographic variables were added as a covariate to the final
analysis.
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One week prior to the planned time for the start of the treatment, I emailed an
invitation to participate in the study to all students enrolled in the UTHSC OT program
(Appendix D). Students who decided to participate were instructed to provide informed
consent through completion of a demographic survey, which was used to collect
information in regards to year in OT school (i.e. first year or second year) and
demographics (Appendix E). The survey was conducted in Qualtrics and distributed via
email through university listserv.
At the end of the five weeks of the treatment, both groups completed a post-test
(Appendix F) in Qualtrics, distributed via email through university listserv, to assess
levels of empathy based on the Kiersma-Chen Empathy Scale (Kiersma et al., 2013) and
client-centeredness based on PPOS scores. The posttest also asked participants to report
on their use of resources provided (e.g., reading behaviors, listening behaviors), which
was examined to ensure the fidelity of the treatment. This research design allowed for
comparison of scores between the treatment and control groups as well as between the
first- and second-year students in the program.
Participants
The population of this investigation was students enrolled in a master’s
degree program in Occupational Therapy at the University of Tennessee Health
Science Center (UTHSC) in Memphis, Tennessee. The program is accredited by
the American Council for Occupational Therapy Education (ACOTE). This
sample was a convenience sample as I work as an assistant professor for the
program. While all participants were enrolled as full-time students in the program,
the study was conducted outside of students’ coursework. As a requirement of the
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program (but not of a specific course) for graduation, each student must accrue at least 20
hours of professional development or service per term. Whether they are assigned to the
treatment or the control group, students who served as participants in the study were
allowed to count their participation for six hours of that requirement.
Based on what is known about the accessible population and the sampling
frame, it was anticipated and then found that the majority of participants were Caucasian
females between 21 and 25 years of age, a sampling representative of the population of
OT students nationwide as it closely mirrors the demographics of the overall population
of individuals enrolled in entry-level graduate occupational therapy education programs
in the U.S. (AOTA, 2018). Inclusion criteria included current enrollment in an accredited
entry-level occupational therapy program as an OT student at UTHSC and physically and
cognitively able to access and consume podcast episodes. Exclusion criteria included
previous consumption of the specific podcast and an inability to physically or cognitively
access or consume podcast episodes. This information was ascertained via self-report as
part of the demographic questionnaire administered prior to the treatment. Assuming that
at least half (51% or more) of the students in both cohort groups would choose to
participate, it was anticipated that the minimum sample size for a treatment and control
group study would exceed the minimum identified by Creswell (2015). According to
Creswell (2015), an educational researcher needs a minimum of 15 participants in each
group (30 in both groups combined) in an experimental study in order for the statistical
analysis to be valid. Cohen (1988) states that a minimum of seven participants is
identified as an adequate sample size for each group in behavioral science research for
the statistical analysis to achieve a desired level of power of .80 with a small effect size
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of .20. Forty OT students began the study as participants, 37 completed the study, with
19 participants in the control group and 18 in the treatment group.
Setting
The investigation was conducted in the Department of Occupational Therapy at
UTHSC, the institution for healthcare education within the state’s flagship public
university, in Memphis, Tennessee. UTHSC encompasses six colleges, one of which is
the College of Health Professions, which houses the Department of Occupational
Therapy. There are approximately 3,000 students enrolled in programs across the
campus, with 77 enrolled in the Occupational Therapy Program during the fall term of
2018. The Master’s degree level Occupational Therapy program is accredited by the
Accreditation Council for Occupational Therapy Education (ACOTE). Students in the
OT program move through the curriculum in lockstep as a cohort, with 37 students in the
second-year cohort group and 40 in the second-year group. The setting for this study was
selected due to convenience and availability.
Students in the OT program at UTHSC complete 21 months of didactic
instruction on campus, followed by two 12 week clinical rotations. Each cohort of
students begins the program in January and graduates in May 29 months later, with
students leaving campus in mid-September in the year before they graduate to begin
Level II fieldwork, which is their long-term experiential fieldwork component, in early
October that same year. Due to the timing of the study, both cohort groups received
information about and materials for the study online, with participants in the second-year
groups participating in the investigation while they were on their first clinical rotation
and those in the first-year groups participating while they continued in on-campus classes
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in their second term in the program. The virtual setting of the study allowed for
participants in both groups to access and consume the materials related to the study at
their own pace and in a physical setting of their choosing, both of which are identified as
factors related to success of adult learners according to the adult learning theory
principles (Merriam, 2007).
Instrumentation
The instruments considered for this research study include the Kiersma-Chen
Empathy Scale (KCES) (Kiersma et al., 2013), the Patient-Practitioner Orientation Scale
(PPOS) (Krupat et al., 2000), a descriptive questionnaire to collect demographic and
experience data prior to the treatment, and a post-treatment study. Details about each of
the instruments are provided below.
Demographic Questionnaire
A researcher-designed demographic questionnaire was used to collect data on
each participant. The data was used for the purpose of identifying sample characteristics
to determine if the sample was similar to the general population. Demographic data was
also used to stratify the participants according to year in the program to ensure even
distribution of the two cohort groups between the treatment and control groups (Fink,
2003; Portney & Watkins, 2000) (see Appendix A). The data was used to describe the
sample and to ensure group equivalence in terms of age, gender, and ethnicity.
Participants were also be asked if they had previously listened to this particular podcast
and if they had a condition or circumstance which will prevent them from being able to
listen to podcast episodes according to an established schedule. An affirmative response
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to either or both questions served to exclude each individual with that response. The
questionnaire was administered following participant completion of informed consent to
participate in the study.
The Kiersma Chen Empathy Scale (KCES)
The KCES was developed by researchers from the College of Pharmacy and the
School of Nursing at Purdue University in response to the need for a scale to measure
changes to the empathy levels in the students in their programs (Kiersma et al., 2013). A
previous study measuring empathy levels in OT students used the Hogan Empathy Scale
(Christiansen, 1977); however, the validity of this measurement tool later came into
question (Cross & Sharpley, 1982). In a pretest-posttest design study on OT students’
empathy conducted by Campbell, Kagan, & Krathwohl in 1971, the Kagan Empathy
Scale, which measures affective sensitivity only, was used. The other measure used in
quantitative studies of empathy levels in OT students is the Jefferson Scale of Physician
Empathy (Hojat et al., 2001), which costs several hundred dollars to purchase and
administer. The authors of the KCES, who based their scale on the theoretical model of
empathy described by Davis, Schoenbaum, and Audet (2005), felt it was important to
design a measurement tool for empathy that was available for use free of charge so that
cost would not be a barrier to its use (Kiersma et al., 2013). The developers of the scale
conducted psychometric testing using a sample of nursing and pharmacy students
(n=216) (Kiersma et al., 2013). Validity is supported by factor analysis (p < .001).
“Empathy assessed by the KCES was also associated with empathy assessed by the
Jefferson Scale of Empathy-Healthcare Provider Student version at baseline and at posttreatment (baseline r = .594, p < .001 and post-test r = .770, p < .001), indicating
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acceptable criterion validity” (Haley et al., 2017, p. 61). Reliability of the KCES is
supported with Cronbach’s alpha greater than .80 in nursing students (Kiersma et al.,
2013). The KCES consists of 15 self-assessment items using a seven-point Likert-type
scale in which 1 indicates strong disagreement and 7 indicates strong agreement (Kiersma
et al., 2013). Total scores range from 15 to 105, with higher scores indicating higher
levels of empathy (Kiersma et al., 2013). Subscale scores will not be used. Within the 15
items, which include statements such as “A healthcare practitioner should not be
influenced by someone’s feelings when determining the best treatment” and “I believe
that caring is essential to building a strong relationship with patients” (Kiersma et al.,
2013), the KCES includes nine questions pertaining to the cognitive domain of empathy
and six related to the affective domain. In addition, the scale is formatted to detect
changes over short periods of time (Everson et al., 2015). Both the ability to measure the
dual aspects of the cognitive and affective aspects of empathy and to measure change
over a relatively brief time period were vital in this investigation. The KCES was a good
fit for use in this study and was used to collect data on levels of empathy of the OT
students. Cronbach’s alpha was calculated for the sample, which demonstrated that it was
a reliable instrument for use with study participants.
The Patient-Practitioner Orientation Scale (PPOS)
The PPOS, an 18-item scale, is a measure often used in healthcare research to
assess for beliefs regarding PCC, which is primarily referred to in the field of OT to
client- centeredness (Haley et al., 2017; Shaw, Woizwillo, & Krupat, 2012). The PPOS
has not been used previous is studies involving OT students. In fact, client-centeredness
has not been studied quantitatively in this population. The PPOS has been used, however,
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in studies with medical and dental students (Beattie, Durham, Harvey, Steele, &
McHanwell, 2012; Shaw et al., 2012) as well as nursing and physical therapy students
(Haley et al., 2017). Responses are provided using a six-point Likert-type scale, with 6
indicating strongly disagreement and 1 indicating strong agreement (Krupat et al., 2000).
Total scores range from 18 to 108, with higher scores indicating greater degree of patientcentered orientation and thus higher levels of PCC (Ahmad et al., 2015). The scale
includes two nine-item subscales, which can be used to calculate sub-scores in two areas:
(1) Sharing, which looks at the willingness of the respondent to share information,
control and power with a patient, and (2) Caring, which measures the value of the
respondent of warmth, support, and exploration of psychosocial issues with a patient in
order to learn about the patient’s expectations, feelings, and life circumstances as critical
elements in the treatment process (Krupat et al., 2000; Ross & Haidet, 2011; Zill, Scholl,
Harter, & Dirmaier, 2013). Subscale score will not be used in the analysis for this study.
According to Krupat et al. (2000), three items on the scale are reverse-worded and need
to be coded as such in the analysis; these are items nine, 13, and 17.
Cronbach’s alpha was .73 in healthcare professionals as reported previously
(Krupat et al., 2000), indicating acceptable reliability. In this study, Cronbach’s alpha
was calculated for the sample, which demonstrated that it was a reliable instrument for
use with the study participants. Criterion validity is also supported from Rater Interaction
Analysis, showing scores of healthcare professionals predicted patient-practitioner
variations in communication (p = .03) (Shaw et al., 2012). With the developer’s
permission, the term doctor was be changed to healthcare professional and the term
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patient was changed to client for the administration of the scale in this study, making the
instrument more applicable to the population for this investigation.
Post-Treatment Survey
A post-treatment survey was included as part of the post-test data collection to
determine fidelity. Participants were asked the following to ascertain their consistent
participation in the study as planned:
•

Did you listen to each episode of the podcast in its entirety?

•

Did you comply with the listening schedule as directed in the instructions sent via
email each week during the five-week long period?

•

Did you read the information on the document (i.e. the handout) sent to you via
email each week?
If through this survey it had been determined that a participant had failed to

comply with the instructions provided, including the listening schedule for the treatment
group (Appendix C), that individual would have been excluded from the study; however,
that did not occur based on the data collected via the survey. Through this survey, data
was collected from those in the treatment group about the device used by each participant
to listen to the podcast and the location in which consumption of the episodes typically
occurred (i.e. car, home, gym, etc.). Information collected via this survey was reported in
Chapter 4.
Procedures
Components of the procedures used in this study included the process for
Institutional Review Board approval, steps for participant recruitment into the study,
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treatment procedures such as the anticipated use of each instrument, and data collection
procedures.
Institutional Review Board Approval
Prior to the beginning of the research study, Institutional Review Board (IRB)
approval was requested through UTHSC and the University of Memphis IRB offices
(Appendix G). A copy of the participant informed consent form was included in the
appendices upon approval as well (Appendix H).
Recruitment of Participants
Recruitment occurred using nonprobability sampling based on participant
availability (Fink, 2003; Creswell, 2015). The sample was selected using a single-stage
non-random convenience sampling technique. One week prior to the start of the
treatment, I emailed via university listserv all 77 students in the OT Program at UTHSC –
37 (48%) of whom were in the fourth term of the program and 40 (51.9%) of whom were
in the second term – to enlist participants in the study. Students were informed in the
email that participation was voluntary and that those who participates would be allowed
to count their participation in the study for six hours towards their professional
development requirement for the term. Participants were informed that the purpose of the
study was to investigate the effect of listening to a podcast on OT students. They were
not specifically told that their empathy and client-centeredness would be measured as it
was thought that information might skew the results. Participants were provided with my
email address in the initial email and encouraged to communicate questions or concerns
to me in regards to the study or their participation in the study at any time. Following the
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introduction to and the logistical information about the study in the email, a link to a
Qualtrics survey was provided along with instructions to click on the link.
Housed within Qualtrics, the survey began with a statement of informed consent,
after which two options were provided. Student could choose to select “I do not wish to
continue,” which took them to a webpage with a message thanking them for their time, or
“I wish to continue,” which lead to the demographic survey. As stated above, students
could elect to not to participate in the study as they were not required to participate as
part of a program requirement. While those who did participate earned six hours of credit
towards the program’s 20 hour per-term requirement for professional development
activities, many other opportunities are available to students to be counted towards that
requirement as well. Students who did not complete the informed consent or the
demographic survey by the deadline provided (i.e. within one week’s time) were
excluded from the study. In addition, it was also planned for any student indicating in the
demographic survey that he had previously listened to this specific podcast or that he
expected to have difficulty accessing or consuming the podcast in a physical or cognitive
sense to be excluded. See Appendix I for an overview of the schedule for the study.
Treatment
Upon receipt of signed consent forms and completed demographic surveys,
participants were randomly assigned into the control or treatment group according to their
ranking as a first- or second-year student, which was self-disclosed in the intake survey
(Appendix E). In this way, half of the participants in the first-year cohort were sorted into
the treatment group and the other half into the control group, with the same occurring for
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the second-year cohort. This created an even distribution among the two groups and
controlled for year of study in the program (i.e. first-year or second-year).
At the start of the treatment, I sent an email to both groups via university
listserv. The message sent to the control group thanked those participants for agreeing to
take part in the study and informed them that they would receive a document from me via
email each week as part of the treatment. Because they were aware that the study
involves listening to a podcast, I communicated to them that they would be provided with
information regarding the podcast around which the treatment is centered in
approximately seven weeks’ time (i.e. after the treatment group has consumed all
episodes and after both groups have taken the post-test and post-treatment survey).
Within that same email, a hyperlink to the Week One document, the first of the part parts
of diagnostic information about Amyotrophic Lateral Sclerosis (ALS), was provided.
Included in this information were facts about the prevalence, incidence, symptoms,
diagnostic process, and challenges associated with the condition (Appendix B).
At the same time this email was sent to participants in the control group, I also
sent an email to those in the treatment group thanking them for agreeing to take part in
the study and informing them that they would receive an email from me each week over
the next four weeks as part of the treatment. I communicated to them that each email
would contain two things: A hyperlink to downloadable written information about the
diagnosis Amyotrophic Lateral Sclerosis (ALS) and a set of hyperlinks each leading to
specific episodes of the podcast entitled Living While Dying to which they were to listen
as directed in the email communications. Within that same email, a hyperlink to the
Week One document, the first part of diagnostic information about Amyotrophic Lateral
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Sclerosis (ALS), was provided. Included in this information were facts about the
prevalence, incidence, symptoms, diagnostic process, and challenges associated with the
condition (Appendix B). This was the same hyperlink leading to the diagnostic
information provided to participants in the control group. Also in that email was
information about how and when to access the Week One set of episodes of the podcast
Living While Dying, (Wurzer, 2016), a first-person account of a man’s lived experience
from the time he is diagnosed with ALS until his death. I provided instructions to the
treatment group about how to download the app Stitcher for those who want to listen to
podcast episodes on their cell phones or tablet devices. I informed this group of
participants that in lieu of downloading the app they could choose to access the podcast
via the Stitcher website or the podcast’s host site on any Internet or 3G/4G-compatible
device. Finally, I listed the episodes and corresponding hyperlinks in the message to the
treatment group with directions for those participants to click on each link, in the order
provided, to listen to those episodes in the upcoming week (Appendix C).
In weeks two through five of the treatment, I emailed a brief message including a
hyperlink to the document with diagnostic information for the corresponding week
(Appendix B) to the control group at the start of each week. While the treatment group
received this same hyperlink on a weekly basis, they were also provided with a list of
hyperlinks to specific podcast episodes and a message directing them to listen to each
episode in that set during the week in which they receive the email. Following this
pattern, as detailed in Appendix C, the treatment group received hyperlinks to 5-7
podcast episodes per week over five weeks. The weekly listening time requirement
spanned from 74 to 86 minutes (Appendix C). The podcast episodes could be live-
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streamed or downloaded in MP3 format on an Internet-ready digital device (i.e. cell
phone, tablet, or computer). A narrative-account podcast, provided as the treatment, can
be generally be defined as a digitally-formatted web-based audio recording that was
consumed by users at will within the guidelines of the schedule (Appendix C).
The podcast, entitled Living While Dying (Wurzer, 2016), is a multi-episodic firstperson narrative account of a person with a catastrophic illness. The podcast has 31
episodes in all; all were previously recorded by Minnesota Public Radio News. The
length of each episode varies between six minutes, 58 seconds, to 24 minutes, one
second, with an average episode length of 12 minutes, 56 seconds. The total playing time
for all episodes combined is six hours, 50 minutes and 55 seconds. My rationale for the
using five weeks as the length of the treatment in this study is that the listening time
requirement for each episode will then fit within the parameters of the attention span of
most adult learners, which research has shown to be 18 to 20 minutes at a time (Prensky,
2001; Savion & Middendorf, 1994). Beyond the adult population in the U.S. at large, this
guideline has been shown to be true for students in medical school who are more likely
than to be sleep-deprived and fatigued from the rigor of the requirements of their
educational programs than in undergraduate or liberal arts graduate work (Vaughn, Del
Ray, & Baker, 2001). Given that the schedule and the demands of the education of OT
students studying at the graduate level are commensurate in nature to the didactic
component of medical school, participants in this study were considered to be more likely
to both comply with the listening schedule and to maintain attention for the duration of
the time it takes to consume each podcast episode. Additionally, the five-week long time
period for this study was modeled after the time frame of the Empathy Training Program
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(ETP), and treatment for used with social work students aimed at “enhancing empathy
and in-depth understanding of clients among helping professionals” (Erera, 1997, p. 245).
While many other studies involve treatments that take place in a short period of time
(Dearing & Steadman, 2009; Hojat 2007), often in one session, Erera (1997) designed the
ETP treatment to take place over a period of five months, at a rate of two hours per week.
This model is appropriate as the treatment used takes an experience-driven approach as
does the treatment proposed in this study. Further, Erera (1997) notes that the format of
the treatment allowed for self-paced learning taking place over time, as opposed to the
one-shot treatments noted in other studies. Finally, the duration of the proposed treatment
was designed to situate well within a course taught in a part-of-term or a full semester
context, with student learning activities extending outside of classroom activities.
In typical podcast consumption patterns, users access a podcast through a podcast
hosting site, also known as a website aggregator, via a mobile phone, tablet device, or
computer (McLean, Richards, & Wardman, 2007). Through the site, the consumer can
elect to subscribe to the Real Simple Syndication (RSS) feed, which is a Web 2.0 syntax
for syndicating content (McLean et al., 2007). Because the design of the treatment calls
for each participant in this investigation to listen to a set number and sequence of
episodes per week (Appendix C), students were instructed to access and listen to specific
episodes during each one-week period of the study rather than listening in a random order
or completely at will as would like occur in a typical consumption pattern. Following the
treatment, I sent a link to a post-treatment survey via university listserv administered
through Qualtrics to participants in both groups to ascertain fidelity as well as to gather
other pertinent information as described above.
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Data Collection
The post-treatment survey completed by participants following the five-week long
treatment was composed of a combination of the items from both the KCES and the
PPOS with a total of 33 items. In addition, questions regarding participants’ compliance
with the instructions and basic demographic information were included in the survey.
Participants were asked in the email to complete the survey within two weeks of the date
upon which the email is received. A reminder was sent at the one week point to
encourage compliance. Thus, all assessments were conducted electronically for the
purposes of this study.
Data Analysis
To test the effect of the independent variable (e.g. listening to a narrative-based
podcast) on the dependent variables (e.g. empathy and client-centeredness), a
multivariate analysis of variance (MANOVA) test was utilized. The significance level for
the analysis was set at an alpha level of .05. In addition, participant demographic
information collected via the demographic questionnaire and the post-treatment survey
were analyzed using descriptive statistics, chi-squares, and a t-test to describe the sample
and to ascertain control and treatment group equivalence.
Research Question One
The first research question examines the effect of listening to a narrative-account
podcast on the linear combination of OT students’ empathy and client-centeredness. As
explained above, a MANOVA test was used for the analysis of this question. This test
was selected because the aim of the question was to ascertain the difference between two
groups based on two dependent variables, and there is evidence of a correlation between
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the two dependent variables measured in this investigation. Further, I elected to use
MANOVA testing as opposed to an analysis of variance (ANOVA) test because
conducting multiple ANOVAs increases the likelihood pairwise error in the analysis
process. In other words, because a change in level of empathy has been shown to result in
a similar change in client-centeredness (Haley et al., 2017), a linear relationship was
assumed and found to be present between these two dependent variables, and thus,
analysis via a MANOVA test was appropriate (Tabachnick & Fidell, 2007).
Prior to conducting the MANOVA test, assumption testing was completed. The
assumption of no extreme outlier was examined using a visual inspection of box plots
based on KCES scores and PPOS scores (Figures 1 & 2). While there was one outlier
(case 24) in the KCES scores and three (cases 31, 34, and 35) in the PPOS scores within
the treatment group, these were not extreme. Therefore, the assumption of no extreme
outliers was not violated. Further assumption testing was conducted to examine
univariate normality using the Shapiro-Wilk normality test, with non-significant results (a
significance level greater than .05) indicating tenability of the assumption (Tabacknick &
Fidell, 2007). Mahalanobis’ distance value was used to test for an assumption of
multivariate normality. This value was compared with the critical value of 13.82 on a chisquared distribution table (Tabacknick & Fidell, 2007). This assumption was tenable as
the data’s highest value did not exceed the critical value. A correlation analysis was used
to test for multicollinearity and singularity with the understanding that a MANOVA is
most robust when the dependent variables are moderately correlated. Assumption testing
for linearity, equal variances, and homogeneity of variance-covariance were also
conducted.
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Raw data collected via Qualtrics was analyzed using IBM Statistical Package for
the Social Sciences (SPSS) version 24 software for the MANOVA test to determine
whether or not there are any differences among the treatment and control groups in
regards to both level of empathy and client-centeredness as measured by the KCES and
the PPOS, respectively. As noted, a significance level of .05 was used to decide whether
or not to reject or fail to reject the null hypothesis for the first research question (Gall,
Gall, & Borg, 2007).
Research Questions Two and Three
If a statistically significant difference at an alpha level of .05 was found between
the treatment and control groups of the two dependent variables in the MANOVA test,
post hoc tests – two separate ANOVA tests – were planned to control for pairwise error
rate at a .05 level using Holm’s sequential Bonferroni procedure- significance error of
.025 was planned to indicate whether a statistically significant difference in the
dependent variables (i.e. empathy) between groups were present. The effect sizes that
was to be reported as partial eta squared, interpreted using Cohen’s (1988) conventions
set forth for interpreting effect size (e.g., .01 for a small effect, .06 for a moderate effect,
and .14 for a large effect (Cohen, 1988). As the results of the MANOVA were not
significant, the separate ANOVAs were not conducted.
Ethical Considerations
In recruiting and enrolling participants in the study, the utmost care was taken to
protect potential and actual subjects from harm of any kind. All students were informed
in writing by the principle investigator that participation in the study was voluntary, and
those who chose to participate were required to consent electronically after reading
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information about the study in terms of the overall purpose and any risks and benefits of
participating (Appendix D). As it was recognized that students might be at risk for
emotional distress in deciding whether or not to participate in the study, I was available to
answer questions via email or phone or in person at any time in order to alleviate this
stress. Participants completed the initial demographic and end-of-study survey in a
confidential manner, and the results of the study will be made available to participants
upon completion of the investigation.
Conclusion
The development of empathy and client-centeredness are considered to be
essential in the process of learning and professional development for OT students. While
multiple treatments have been used by OT educators to address these two soft skills
within the curriculum, a gap exists in the literature in regards to the effectiveness of the
approaches trialed. This study investigated the effectiveness of a narrative-account
podcast on empathy and client-centeredness in OT students enrolled in the Master’s level
OT program at UTHSC. Based on Rogers’ Theory of Patient-Centered Care (PCC),
empathy in healthcare practitioners leads to patient-centered or client-centered care
(Rogers, 1959). Rogers believed that empathy and thus PCC can be learned and further
developed, and he called for those entering the healthcare arena to consciously seek out
ways to understand, connect with, and take the perspective of service recipients. Hoffman
purported in the Theory of Empathy and Prosocial Moral Development (2000) the
potential for change through interaction with others and emphasized that empathy is
developed via thought and emotion. Functioning as a way to connect to both processes,
the narrative illness approach is frequently used in medical and healthcare education
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(Kumagai, Murphy, & Ross, 2009). In this study, this approach was applied through the
use of a first-person account of living with a terminal condition relayed in the form of a
podcast, identified as a medium for treatment that serves to address many of the
challenges of today’s learners.
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CHAPTER FOUR: RESULTS
Introduction
The data analyses were conducted to investigate the effect of a narrative-account
podcast on empathy and client-centeredness in occupational therapy students in the
Master’s level occupational therapy (OT) program at the University of Tennessee Health
Science Center. Participants in both control and treatment groups were provided with
written information at regular intervals about the diagnosis Amyotrophic Lateral
Sclerosis (ALS), as per the traditional instructional model. In addition, students in the
treatment group consumed multiple episodes of a podcast centered on a first-person
account of a man’s experience living with the diagnosis of ALS. Following the five-week
long treatment, levels of empathy and client-centeredness were measured in both the
control and treatment groups using the Kiersma-Chen Empathy Scale and the PatientPractitioner Orientation Scale. Because a change in level of empathy has been shown to
result in a similar change in client-centeredness (Haley et al., 2017), a linear relationship
was assumed to be present between these two dependent variables. A correlation analysis
confirmed this assumption, and thus analysis via a MANOVA test is appropriate
(Tabachnick & Fidell, 2007). This chapter includes a description of participant
demographics and the results of the multivariate analysis of variance (MANOVA)
analysis conducted.
Demographics
Of the 77 OT students, 40 (51.9%) began the study as participants and 37 (48%)
completed the study, with 19 participants in the control group and 18 in the treatment
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group. As stratified random assignment was used, I assumed that the groups would be
similar. This assumption was confirmed through an inspection of the demographic data as
well as a series of chi-square of independence tests and a t-test and assumption testing
using a homogeneity of variance test using Levene’s test for equality of variances
(Hinkle, Wiersma, & Jurs, 2003). The assumption of homogeneity of variances, as
assessed by Levene’s test for equality of variances, was met for both dependent variables
(client-centeredness, p = .42; and empathy, p = .68). Both groups had 12 participants
who were second-year students. The control group included seven first-year students, and
the treatment group was comprised of six students in the first year of the program. The
control group had all female participants, with the treatment group being similar in
composition with one male and the rest females. Ages of participants in the control group
ranged from 22 to 33 years with a mean age of 24.32, and participants in the treatment
group ranged in age from 23 to 28 years with an average age of 24.61.
All of the participants in both groups indicated that they had read the materials
as provided in the study; however, nine in the control group and 14 in the treatment group
reported having read the written materials during weeks other than the one in which the
materials were provided. In comparison, half of the treatment group participants (n=9)
noted that they listened during weeks other than the week in which podcasts were
scheduled to be listened. The primary reason participants provided for varying from the
prescribed listening schedule was being too busy. The variation from the prescribed
schedule both for reading the materials provided and listening to specific episodes of the
podcast during a set time period is not considered to be vital to the fidelity of the
treatment because all participants – even those who did so on a different time schedule
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within the five-week long intervention period – still consumed all of the materials as
directed. On the other hand, while the majority of treatment group participants (n=15)
reported having listened to all 31 episodes of the podcast, the remainder (n=3; cases 9,11,
and 17) reported having listened to most (“about 25”) of the 31 episodes. Data from all
participants in the treatment group were included in the analyses: Because the scores of
those participants who did not fully comply with the prescribed listening schedule were
closely related in that they were within one standard deviation from the mean of the
scores overall, fidelity of the treatment is considered to have been upheld (See Table 1).

Table 1: Comparison of Mean Scores of Treatment Group Participants (n=18).
KCES
PPOS
Score
Score
Overall Mean (n=18)
88.11
40.17
Mean of Participants Who Listened to All Episodes (n=15)
85.73
40.07
Case 9
85
43
Case 11
82
41
Case 17
90
46

Most of the participants in the treatment group (n=16) reported having listened to
episodes on an iPhone or other type of smart phone, with one person indicating that an
iPad or other type of tablet was used. Only one individual identified having used a
desktop computer as the method of accessing and listening to one or more episodes of the
podcast. Participants said they often engaged with the podcasts while doing a secondary
activity (i.e. listening to an episode while simultaneously doing something else). Most
participants (n=12) indicated that what they did while listening varied. The most popular
activity participants reported doing while listening to the podcast was driving or riding in
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a vehicle (n = 20), with the second most common being completing household chores
(n=11) and the third most popular being walking or running (n=9). Only one person
reported taking notes while listening to the podcast, and another reporting solely listening
while consuming podcast episodes. All participants in the treatment group stated that they
had not discussed the podcast with another OT student as per the instructions provided;
however, a few (n=4) reporting having spoken about the podcast with someone other than
a fellow OT student, which was allowed per the directives provided.
Descriptive Statistics
Descriptive statistics for the dependent variables, empathy and clientcenteredness, disaggregated and aggregated by group, treatment and control, are
summarized below in Table 2.

Table 2: Descriptive Statistics for Control and Treatment Group (N=37)
Variable
T (n=18)
C (n=19)
Total (N=37)
M (SD)
M (SD)
M (SD)
Empathy
88.11 (6.88)
85.79 (5.67)
86.92 (6.31)
CC
40.17 (8.19)
42.42 (9.22)
41.32 (8.69)

Occupational therapy (OT) students’ empathy levels were measured using their
scores on the Kiersma-Chen Empathy Scale (KCES). The KCES was used for
measurement of empathy as it is formatted to measure changes in empathy over short
periods of time (Everson et al., 2015). Within the control group (n=19), scores on the
KCES ranged from 78 (n=2) to 98 (n=1), with the mean score of 85.79 and a standard
deviation of 5.67. In comparison, summative scores within the treatment group (n=18)
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ranged from 68 (n=1) to 101 (n=1), with a mean of 88.11 and a standard deviation of
6.89. Scores of participants in both groups in this study fall in the mid- to upper-range of
the scale, with the treatment group score slightly higher than the control group.
To investigate the effect of listening to a narrative-account podcast on clientcenteredness in occupational therapy (OT) students, scores of the control group (n=19)
were compared to those of the treatment group (n=18) based on the results of the PatientPractitioner Orientation Scale (PPOS) (Krupat et al., 2000). The PPOS, a validated 18item instrument designed to measure “the willingness of a practitioner to share
information, control and power with a patient ... [and] the value to the practitioner of
warmth, support and the exploration of psychosocial issues with a patient” (Ross &
Haidet, 2011, p. 530), was selected because it was felt to most closely mirror the
principle of client-centeredness as reflected in theory and practice of the profession of
occupational therapy (Krupat et al., 2000; Mroz et al., 2015). Construct validity of the
PPOS has been demonstrated in studies in which the scale has been used to examine
patient-centeredness in areas of practice and education of students of medicine, dentistry,
and physical therapy (Beattie et al., 2012; Haidet et al., 2002; Street, Gordon, & Haidet,
2007; Ross & Haidet, 2011). Within the control group (n=19), summative scores on the
PPOS ranged from 27 (n=1) to 61 (n=1), with the mean score of 42.42 and a standard
deviation of 9.22. In comparison, summative scores within the treatment group (n=18)
ranged from 24 (n=1) to 56 (n=2), with a mean of 40.17 and a standard deviation of 8.19.
With an 18-item six-point Likert scale ranging from 18 to 108, with a higher score
indicating a higher level of client-centeredness, scores of participants in both groups in
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this study fall in the bottom-third range of the scale, with the treatment group score
slightly lower than the control group.
Pearson correlation coefficients demonstrated that the pair of the dependent
variables were negatively, significantly associated (r = -.335). As empathy scores
increased, client-centeredness scored decreased. Since the variables were associated, the
decision to conduct an MANOVA was made.
Results
Assumption Testing
Prior to conducting the MANOVA, assumption testing was completed in order to
determine if conclusions from the results of the analysis could correctly be drawn based
on the data collected. The client-centeredness data was normally distributed for each
group, as assessed by Shapiro Wilk test (p > .05; see Table 3). While empathy scores
were normally distributed for the treatment group, data for the control group in this area
was not normally distributed (see Table 3). However, the MANOVA is reasonably robust
to modest violations of multivariate normality when the sample size is around 20 in each
cell (Tabacknick & Fidell, 2007). As the exception to this is when normality is affected
by extreme outliers, outliers in this case were examined using boxplots.
There was one univariate outlier (Case 24) identified in the data for the dependent
variable of empathy (see Figure 1) and three univariate outliers (Case 31, 34 and 35)
identified in the data for the dependent variable of client-centeredness (see Figure 2).
None were extreme, so the assumption was not violated. The cases were retained. At a
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maximum value of 9.43, Mahalanobis distance was less than the critical value of 13.82,
indicating there were no substantial multivariate outliers.

Figure 1: Empathy Levels in Control vs. Treatment Group

Figure 2 Client-Centeredness Levels in Control vs. Treatment Group
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As the correlation coefficient between variables did not exceeded the critical
value of .9; therefore, there was no multicollinearity (Tabachnick & Fidell, 2007).
Assessed by Levene’s test of homogeneity of variance, the homogeneity of variances
assumption was tenable for both of the dependent variables (client-centeredness, p = .42
and empathy, p = .68). The assumption of the homogeneity of variance-covariance was
assessed using Box’s test of equality of covariance matrices and was found to be tenable
(Box’s M = 1.20, F(df)=.37, p = .77). Results of the assumption tests are summarized in
Table 3.

Table 3. Summary of Assumption Test Results
Statistical Test

Empathy

Client-centeredness

Shapiro Wilks Test for Normality

pc = .02
pt = .09

pc = .87
pt = .20

Levene’s Test for Equality

p = .68

p = .42

Box’s M = 1.20, F (df)=.37, p = .77

Box’s Test of Equality of Covariance
Matrices

MANOVA
Results of the MANOVA demonstrated no statistically significant difference
between the students who participated in the treatment versus the control on the
combined (or linear combination of) dependent variables, Wilks’ Λ = .96, F(2.34) =.71, p
=.499 partial η2 = . 04. As the results were not significant, no follow up ANOVAs were
conducted. These results indicated that consumption of the narrative-account podcast did
not influence levels of empathy or client-centeredness.
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Summary of Results for Each Research Question
Research Question One
A multivariate analysis of variance (MANOVA) was used to investigate the effect
of listening to a narrative-account podcast on the linear combination of occupational
therapy (OT) students’ empathy and client-centeredness as measured by the KiersmaChen Empathy Scale (KCES) and the Patient-Practitioner Orientation Scale (PPOS),
respectively. On both scales, a higher score indicates a higher level of empathy and
patient- (or client-) centeredness. The KCES ranges from 15 to 105, and scores on the
PPOS span from 18 to 108. The mean KCES scores of participants in the treatment group
(n = 18, M = 88.11, SD = 6.88) were higher than those in the control group (n = 19, M =
85.79, SD = 5.67). The difference however was minimal. In contrast, the average scores
of treatment group participants on the PPOS (n = 18, M = 40.17, SD = 8.19) were slightly
lower than the average scores of those in the control group (n = 19, M = 42.42, SD =
9.23), indicating that students in the control group demonstrated a slightly greater degree
of patient- (or client-) centeredness as compared to those in the treatment group. With the
differences between the two groups being so small on both scales, however, the results of
the MANOVA were not significant; thus, I failed to reject the first null hypothesis. In
essence, the combination of written diagnostic information and a podcast of a first-person
narrative account when compared to written diagnostic information had no statistically
significant effect on OT students’ overall level of empathy and client-centeredness.
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Research Question Two
As the results of the MANOVA were not significant, post hoc analyses were not
conducted. Based on the non-significant results of the MANOVA, I failed to reject the
second null hypothesis. There was not a statistically significant difference in the effect of
the combination of written diagnostic information and a podcast of a first-person
narrative account when compared to written diagnostic information only on OT students’
overall level of empathy as measured by the KCES (Kiersma et al., 2013).
Research Question Three
Again, as the results of the MANOVA were not significant, post hoc analyses
were not conducted, and, as a result of the nonsignificant results of the MANOVA, I
failed to reject the third null hypothesis. The combination of written diagnostic
information and narrative-account a podcast when compared to written diagnostic
information had no statistically significant effect on client-centeredness in OT students as
measured by the PPOS (Krupat et al., 2000).
Summary
Although it was hypothesized that the consumption of a narrative-account podcast
in addition to the standard treatment of exposure to written diagnostic information by
students in the occupational therapy program at UTHSC would result in an increase of
statistical significance in both levels of empathy and client-centeredness, the outcome of
the study was different from what was expected. While there was shown to be a
correlation between the two dependent variables of empathy and client-centeredness in
both the treatment and control groups, the results indicated a negative correlation rather
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than a positive one as expected. In other words, as the level of empathy in both groups
went up, the level of client-centeredness went down. Further, the results indicated that
there was no statistical significant difference found between the treatment and control
groups for the linear combination of the two dependent variables, and thus the
consumption of a narrative-account podcast was not shown to have a notable effect on
levels of empathy or client-centeredness among the OT students serving as participants in
this study. Potential explanations for these findings are addressed in chapter five.
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CHAPTER FIVE: DISCUSSION
Introduction
This experimental post-test-only control group study was designed to investigate
the effect of a narrative-account podcast as an additive to the standard instructional
materials – written diagnostic information – on empathy and client-centeredness among
occupational therapy (OT) students at the University of Tennessee Health Science Center
(UTHSC). First-year and second-year OT students at UTHSC were stratified and then
randomly assigned into a control and treatment group. Both groups were provided with
written diagnostic information about the condition Amyotrophic Lateral Sclerosis (ALS)
in the form of a handout distributed digitally, with a new handout issued each week over
a five-week period. In addition, each week over the course of the study, the treatment
group was supplied with and instructed to access and listen to multiple episodes of a
podcast called Living While Dying, which is a first-person narrative account of a man
diagnosed with ALS. At the end of the five-week long treatment, a post-test survey was
administered to participants in both groups; this survey included fidelity-based questions
as well the Kiersma-Chen Empathy Scale (KCES) and the Patient-Practitioner
Orientation Scale (PPOS) designed to measure levels of empathy and clientcenteredness, respectively. A correlation analysis demonstrated a significant, negative
correlation between empathy and client-centeredness. As participants’ levels of empathy
increased, client-centeredness decreased. While there was a difference between the two
groups in scores on each dependent variable, results of the multivariate analysis of
variance showed no statistically significant difference between the control and treatment
group on the linear combination of empathy and client-centeredness. A number of
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potential factors might have influenced the non-significant results in the examination of
participants’ levels of empathy and client-centeredness in this study, and these factors
will be discussed in this chapter.
Discussion
This study was designed as a way to begin to address the gap in the literature
regarding ways to facilitate the development of empathy and client-centeredness in OT
students; however, the results were not as I had anticipated. While I hypothesized based
on the theories described in Chapter Two that the levels of empathy and clientcenteredness among the participants in the treatment group and control group would
differ, the results of the analysis showed that there was not a significance difference
between the two groups following a five-week long intervention. However, the lack of
significant results provides empirical and practical information that can be used to inform
both future research and educational practice. There are a number of ways the results can
be explained, including instruction failing to include direct reflection, failure to frame this
treatment as part of a larger strategy to target empathy and client-centeredness as part of a
comprehensive program, and specific wording used in one of the measurement tools, the
PPOS, leading to misinterpretation by participants.
According to Carl Rogers’ Theory of Person-Centered Care, a strategic plan is
necessary for professional development (Rogers, 1959) and exposure to others’
perspectives is important in the professional development of healthcare professionals
(Starfield, 2011). Along these same lines, the Model of Narrative Reasoning development
identifies narrative reasoning as a cognitive strategy used to gain a better level of
understanding of how clients experience illness within the context of their individual
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lives (Nesbit et al., 2016). Further, narrative reasoning is said to depend on a
practitioner’s ability to relate to the emotions of a client and to recognize that a client’s
experience with an illness is only part of that individual’s story (Mattingly, 1991).
Research has demonstrated that exposure to a client’s story can influence narrative
reasoning (Boyt Schell & Schell, 2008). Therefore, it was hypothesized that the OT
students would come to understand the circumstances, emotions, and thoughts of another
person by looking through the lens of a story via a podcast. However, the results
demonstrated that solely listening to a first-person narrative account of one person over
the course of five weeks was not sufficient to influence OT students’ empathy and clientcenteredness. In other words, the intervention, which required only listening for only a 5
week period, provided in this study was not enough to evoke the changes desired. In
alignment with beliefs of Elman, Forrest, Vacha-Haase, and Gizara (1999), a more longterm, comprehensive strategy targeting empathy and client-centeredness with more
breadth and depth is likely needed within OT programs. Although in the past gaps in
competency and professional development in students in training to become healthcare
professionals have primarily been viewed as a problem that rests with the individual
student (Elman, Forrest, Vacha-Haase, & Gizara, 1999), in more recent years, educators
and others have begun to see these problems of professional competence as issues that
need to be addressed at the program level using a systems perspective (Forrest, Shen
Miller, & Elman, 2008). According to Elman et al. (1999), reframing deficits in students’
competencies “push our understanding of trainee impairments from an individual level
focused on the trainee to a complex systems level ... [that articulates] a developmental,
contextual, systemic understanding” (pp. 712-713). Development of professional
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competencies such as empathy and client-centeredness, it seems, “occurs over space and
time as a function of both perception and action” (Forrest et al, 2008, p. 187). Further, as
highlighted in the Model of Narrative Reasoning (Nesbit et al., 2016), the evolution of
narrative reasoning parallels a developmental sequence, and thus it is advised going
forward that a comprehensive, developmental approach to the facilitation of empathy and
client-centeredness in OT students be used by OT education programs. For example,
providing exposure to variety of different stories of individuals with various conditions
and concerns – throughout specific courses in the OT program may increase the
likelihood of professional growth in the targeted areas. In this same vein, development of,
adherence to, and careful monitoring of a more comprehensive program aimed at
facilitating growth in empathy and client-centeredness – and, further, making this part of
an OT program’s mission – is likely to be more effective that a singular treatment as
explored in this study.
In addition to Rogers’ theory and the Model of Narrative Reasoning development,
the principles of adult learning theory, including the work of Merriam, Caffarella, and
Baumgartner (2006), was considered in the design of this study. Adult Learning Theory
(ALT) emphasizes that learning in adulthood is not just a cognitive process. Rather, it is a
holistic process that involves the body, the emotions, and the spirit in addition to the
mind. In this way, the adult learner is allowed to construct meaning as it relates to what is
already known and what the learner seeks to know (Taylor & Lamoreaux, 2011).
Merriam’s ideas are in part based on the work of Knowles, an educational researcher who
developed specific guidelines about how adults learn as opposed to learning in childhood
(Merriam, 2007). The need for opportunities to be self-directed in the learning process,
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for example, and the tendency to be motivated by learning that relates directly to real life
are essential to effective learning for adults, Knowles said (1984). In essence, Knowles
claimed that since adults are self-directed, the formatting of instruction should allow
them to discover things and knowledge for themselves without depending on other
people. Finally, Knowles stressed the value of the learning process in adult learning and
emphasized the comparable efforts on the part of the learner and the instructor involved
in adult learning (Knowles, Holton, & Swanson, 1998). Consideration of these principles
was factored into the design of this study, and it was assumed that the learners consuming
the podcast (i.e. those in the treatment group) would “make meaning” that was directly
aligned with the intent and outcome goals of the investigation. The self-directed nature of
the treatment, in fact, was hypothesized as being a strength of the design of the treatment;
that is, the fact that the treatment called only for the addition of a podcast – one that
entailed no additional classroom time or other requirements on the part of the instructor
and one that could be consumed in the location and at the time of choice of the learners –
was thought to be the linchpin in this treatment. Instead, however, it is possible that there
was too much self-directedness on the part of the participants in that there was no call or
opportunity for discussion or reflection among participants, either with or without the
involvement of an instructor. As such, perhaps the lack of prompted reflection following
the consumption of the narrative-account podcast episodes resulted in a failure of the
students to relate the experience to the aspects of real-life – and to professionalism – that
I expected.
Boud, Keogh, and Walker (1985) defined reflection as “those intellectual and
affective activities in which individuals engage to explore their experiences in order to
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lead to a new understanding and appreciation” (p. 19). To this point, reflection is
frequently identified in the literature as an essential part of competency development in
healthcare education (Bandura, 1986; Boud, 1999; Epstein & Hundert, 2002; Mann et al.,
2009; Schon, 1987). In fact, in some healthcare professions, “formal requirements for
[the provision] of evidence of reflective practice are becoming part of licensing and [the
credentialing process]” (Mann et al., 2009, p. 596). Further, the Theory of Narrative
Reasoning Development includes reflection as an important component of the learning
process for students preparing to enter the healthcare field, and the discussion centered on
the theory notes the work of Wainwright, Shepard, Harman, and Stephens (2010) that
points out a distinction between patterns of reflection of experienced therapists in
comparison to novice clinicians (Mann et al., 2009). In their writings, Wainwright et al.
(2010) purported "that experienced therapists tend to reflect on patient-therapist
interactions and on their professional experience more than novice therapists" (Mann et
al., 2009, p. 7). In their analysis, Wainwright et al. (2010) indicated that more
experienced clinicians consider the lived experiences of their client as opposed to
students and less experienced therapists who more often focus on the biomedical aspects
of a client. Again, while this information was considered in the design of this study, it
was thought that the students would be self-directed in the reflection process, and based
on the scores on the KCES and PPOS it appears that this did not occur to the degree that
was required to effect significant change in students' empathy and client-centeredness.
Another interesting finding in this study was the negative correlation between
empathy and client-centeredness, especially as previous researchers have found a positive
association between these variables (Haley et al., 2017). I expected the results to show
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that as participants’ empathy levels increased, their levels of client-centeredness would
increase. However, the opposite was actually revealed in the analysis; that is, participants
with higher levels of empathy (i.e. higher scores on the KCES) had lower levels of clientcenteredness (i.e. lower scores on the PPOS) and vice versa. This discrepancy might be
explained by the construction of the PPOS scale and the wording of the items on the
PPOS. Although reliability of the PPOS has been supported in physicians (Krupat et al.,
2000) and in physical therapy students (Ross & Haidet, 2011) and the measurement tool
has been used widely with practitioners and students in a variety of other healthcare
professions (Krupat et al., 2000; Ross & Haidet, 2011; Shaw et al., 2012; Grilo, Santos,
Rita, & Gomes, 2014; Mudiyanse, Pallegama, Jayalath, Dharmaratne, & Krupat, 2015),
the scale had not previously been used in the field of occupational therapy. In fact, the
use of the word patient in the title of the assessment presupposes a philosophy different
from that espoused in the profession of occupational therapy. In OT, the term client is
preferred over the term patient as it implies a more holistic and wellness-oriented
viewpoint (Herzberg, 1990; Sharrott & Yerxa, 1985). Further, because the PPOS was
developed for the purpose of measuring an attitude of patient-centeredness in the patientphysician relationship (Schweller, Costa, Antonio, Amaral, & de Carvalho-Filho, 2014)
rather than in a relationship between a client and an occupational therapist, there might
have been a different interpretation involved in the items or the responses on the survey.
Even though permission from the developer of the PPOS allowed for the terminology
used on the scale to be changed for the purposes of this study to better align with the
ideals and practices of OT with the use of healthcare professional instead of doctor and
client in lieu of patient, the wording of the items in the scale might have been regarded
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from conflicting vantage points by participants with some aspects of based on personal
experience and some based on assumptions, rather than from a more well integrated
perspective. For example, one item on the scale reads "Most clients want to get in and out
of the healthcare professional's office as quickly as possible" (Krupat et al., 2000, p. 58).
If viewed from the vantage point of a patient in a physician's office, a more patient- or
client-centered response is strongly agree. However, if thought of from the perspective of
a person receiving occupational therapy services involving a strong therapeutic
relationship or connection between the practitioner and the client, a more patient- or
client-centered response would be strongly disagree. In both of this example, in the
interpretation offered by the developer of the PPOS, strongly agree (i.e. or "'6," which is
the highest ranking on the scale) indicates a high level of client-centeredness, and yet it is
feasible that an OT student might see a lower ranking for these items as one that more
closely aligns with the construct of client-centeredness. This might explain why analysis
of the data collected in this study indicated that as empathy levels increased, clientcenteredness decreased.
Implications
The traditional diagnostic information presented to OT students about conditions
studied in OT school leaves room for narrative accounts of individuals directly impacted
by illness or injury in order to expose students to perspectives that can serve to facilitate
the growth of empathy and client-centeredness. The results of this study indicated similar
levels in students' empathy and client-centeredness based on the KCES and PPOS
respectively in both the control and treatment group; that is, treatment group participants
who consumed multiple episodes of a narrative-account podcast in addition to receiving
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the traditional written diagnostic information did not score significantly higher on either
scale and thus did not show levels of empathy or client-centeredness higher than
participants in the control group who did not consume the podcast. However, limitations
in this study and potential reasons for the lack of significant difference between the levels
of the two dependent variables in the control and treatment group highlight implications
and alternate options and considerations for those designing instruction for students in
OT education programs. Thus, although the results of this study indicate that the two
targeted professional attributes of empathy and client-centeredness did not change in a
significant way - and in fact client-centeredness was slightly decreased in treatment group
participants over those in the control group - the fact remains that these attributes need to
be developed in OT students through targeted educational programs and educational
experiences designed to enhance the capacity for these skill sets in order to allow for the
most effective client care to be provided by the students upon graduation and entry into
the field (Hojat, 2007). As such, limitations in this study and reasons for the lack of a
significant difference between the control and treatment groups’ empathy and clientcenteredness levels provide implications for those designing instruction for OT students.
Expanding the application of narrative-account podcasts by including it as part of the
instructional materials as part of a comprehensive, strategic program is recommended.
Adding a reflective or discussion component to the podcast intervention may also be
necessary if the intervention is to be effective in influencing empathy and client
centeredness (Yedida et al., 2003). Finally, ensuring the validity and internal consistency
of the assessment tool should be considered in the evaluation of instructional strategies to
effectively assess the growth of empathy and client-centeredness in future OT
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practitioners. Instruments need to be created that are normed and validated with OT
students.
Limitations and Recommendations for Further Study
Although the use of an experimental design controls for many threats to internal
validity, some limitations still existed and should be noted as they had the potential to
impact the significance of the results. As discussed above, the post-test only design is
selected for this study over the pretest, posttest design because the former reduces more
threats to validity, thus producing more rigor (Creswell, 2015). However, some authors
have noted that the absence of a pre-test is limits the ability to definitively determine
whether random assignment of subjects to the two groups successfully achieves
equivalence on the major dependent variables of the study (DePoy & Gitlin, 2011).
Additionally, while within the parameters of what is considered acceptable in educational
research (Tabacknick & Fidell, 2007), the sample size was small and might have had an
impact on the results, a Type II error may have occurred.
Although the sample is fairly reflective of population within the program as well
as to the population of OT students within the United States in terms of demographics,
the sample size drawn from one OT program at one university in Tennessee does limit
generalizability. Furthermore, the lack of diversity in terms of gender, ethnicity, and
socioeconomic status is a limitation particularly when the results of the study are
examined through the lens of OT practitioners, faculty members, and OT students in
other healthcare professions which may not have the same degree of homogeneousness.
In this way, generalizability of the study may only be appropriate to a population with the
specific characteristics of the sample in the study (Portney & Watkins, 2000). Thus,
82

further study is needed with a larger, more diversified sample from multiple OT programs
across the nation.
The threat of diffusion of treatment was a limitation as the participants, in both
the control and treatment groups, were part of the same OT program. As part of the posttreatment survey, participants were asked if they discussed the study with any other OT
students and all respondents indicated that they had not; however, this could not be
guaranteed. Students could have communicated with each other. Another limitation of the
study may be that the data collection instruments were solely self-report measures, which
might have been adversely impacted by the desire to provide socially desirable or
professionally expected responses (Furnham, 1986). In terms of participant bias, my role
where the study was conducted within the program and my relationship with the OT
students could have also biased the self-report. While I was not serving as the instructor
in a course in which participants were enrolled at the time of the study, I was assigned as
the faculty mentor to some of the participants in each group. I had served as an instructor
of multiple courses for all participants prior to the study. Either or both of these factors
might have presented as a limitation in the investigation by influencing participants'
responses on the post-treatment survey; for example, students might have felt a
responsibility to respond in the way they felt I would want them to respond, and thus the
results might not have reflected participants' true feelings or perceptions. Further, it is
likely that many of the participants were aware of my attitude toward podcasts because I
host a podcast to which many of them have listened, and that might have impacted their
attitude about podcasts and the potential effect on their learning and professional growth
as has been seen in other research studies and identified as one of the main sources of
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non-sampling bias in a sample survey of human populations (Cochran, 1963). Finally,
while the study was intentionally designed to be conducted outside of a course so as to
respect the self-directedness aspect of the treatment, it is possible that this aspect might
also have impacted the students' participation in that students in either group might not
have been as committed to paying attention to, processing, or applying the information in
either the written form or the content of the podcast as they would have if the treatment
had been conducted as part of a course taught by the PI of the study. In addition to
underscoring the importance of thoroughly consuming and processing the information
and materials provided to the students in the context of a course, an in-course design
would allow for prompted or guided processing and reflection as discussed in the
previous section of this chapter. In some ways, the use of podcasts as an instructional tool
within an OT program mirrors the potential benefits of an online education program in
healthcare education, including decreasing time and cost of travel to and from campus or
to the location of the individuals on the podcasts, access to instructors (or clients) with
expertise or experience to which students might not otherwise have access, and the
flexibility to access the material at times most convenient to the learner (Hollis & Madill,
2006; Trujillo, 2007). However, it is important to note that a virtual environment such as
an online discussion forum and consumption of a podcast episode "creates a unique
environment that alters the interaction between learners, between learners and instructors,
and between the learner and the content of the course" (Finch & Jacobs, 2012, p. 547).
As such, while the growth of communication and educational technologies available for
use in a virtual learning environment allows for more flexibility, choice, and in some
cases interaction and collaboration (Garrison & Akyol, 2009), "the selection of
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technology for a course rests in its capacity to foster access, interaction and collaboration
in order to meet the learning objectives" (Finch & Jacobs, 2012, p. 547). To this point,
Means, Toyama, Murphy, Bakia, and Jones (2009) reported that two key components in
ensuring a successful learning outcome in an online learning environment are the quality
of the design of the course as well as the interactions between the people involved in a
course. Means et al. and other researchers studying the online learning environment
purported that it is critical for both the design and the interaction to be strategically used
to foster collaboration and reflection in the learning community (Gunawardena, Plass, &
Salisbury, 2001; Means, Toyama, Murphy, Bakia, & Jones, 2009; Shea & Bidjerano,
2009).
Conclusion
Empathy has been associated with client-centeredness and has been shown to be
one of the primary factors responsible for effecting change in patient outcomes (Davis,
Schoenbaum, & Audet, 2005; Hultman et al., 2013; Kasar & Muscari, 2000; McNair,
2005; Robinson et al., 2012). However, Yerxa (2009) suggested that the emphasis placed
on research and the hard sciences by many OT educational programs undermines the
development of a client-centered mindset and levels of empathy in students, findings
which are upheld by multiple studies demonstrating lower levels in OT students as
compared to students in training to enter other healthcare professions (Christiansen, 1977;
Brown et al., 2010; Williams et al., 2014). Despite the evidence that these two attributes
of professionalism need to be specifically and strategically taught as part of an OT
education program, identifying instructional strategies to teach empathy and clientcenteredness is challenging. This study provides insight on the process of developing a
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model and implementing strategies to address these critical areas as part of what is
necessary to become a competent OT practitioner. In essence, through this research the
facilitation of these two aspects of professionalism are reframed as essential ingredients
in the cake rather than the icing on the cake. Although the treatment in this study did not
have a significant effect on empathy or client-centeredness, the results provide direction
for future study and design of interventions. The non-significant results of the study
demonstrate that more research and improved treatments need to continue to be
developed and investigated. Additionally, the results indicate that an isolated treatment is
not sufficient to effect positive change in these important aspects of professional
development, thus spotlighting the need for a comprehensive approach to be used to
improve empathy and client-centeredness in students enrolled in OT education programs.
Future research is warranted to investigate the impact of a narrative-account podcast with
the incorporation of a reflective component and with additional consideration given to the
specific tool used to measure client-centeredness.
.
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APPENDIX A: VISUAL OF PROCESS FOR DISTRIBUTION OF
PARTICIPANTS TO GROUPS

Strata One: Firstyear OT Students
Sample
Population: OT
Students at UTHSC
Strata Two:
Second-year OT
Students
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Strata One Control
Group
Strata One
Treatment Group
Strata Two
Treatment Group
Strata Two Control
Group

Control
Group

Treatment
Group

APPENDIX B: HANDOUTS DISTRIBUTED TO PATICIPANTS
Week One: Page 1 of 5
Amyotrophic Lateral Sclerosis (ALS)
Basic description of ALS: A progressive neurodegenerative disease affecting nerve
cells and pathways in the brain and spinal cord, causing loss of muscles that control
voluntary movements. Commonly referred to as Lou Gehrig's Disease.
Interpretation [From the Greek language]:
A-myo"No" or "absent"
"Muscle"

-trophic
"Growth"

Lateral
"of, at, toward, or
from the side or sides"

Sclerosis
"scarring" or "hardening"

Terms associated with ALS:
• neuron - a specialized cell transmitting nerve impulses; a nerve cell
• atrophy - wasting away; shrinking
• lateral - toward the sides [of the spinal cord]
• sclerosis - scarring; hardening of tissue
• fasciculation - brief, spontaneous contractions affecting a small number of muscle
fibers, often causing a flicker of movement that appears to be close to the surface
of the skin. Can be a symptom of several things, including diseased motor neurons
• electromyogram (EMG) - a record of electrical activity typically produced by
skeletal muscles
Week Two: Page 2 of 5
Incidence and Prevalence of ALS: Over 5,000 people per year are diagnosed with ALS in
the U.S., with around 30,000 people living with the condition nationwide. ALS accounts
for two deaths per 100,000 people in the U.S.
• Average life expectancy from the time of diagnosis: 2-5 years
• No racial, ethnic, or socioeconomic links to ALS have been identified. Slightly
more men (60%) than women have ALS, with a typical age range of 40 to 70
years and an average age of onset of 58.
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Both upper-motor neurons (UMN) and lower-motor neurons (LMN) are affected by ALS:
Type of
Typical Function
Sign of Damage
Neuron
UMN
Carries motor messages from the
Spasticity, generalized weakness,
motor cortex in the brain to the
and hyper-reflexia
cranial nerve nuclei in the brainstem
or interneurons in the ventral horn of
the spinal cord
LMN
Carries motor messages from motor
Weakness/atrophy of extremities,
cells in the CNS to the skeletal
weakness in muscles involved in
muscles in the PNS
neck extension, fasciculations,
muscle cramps, and hypo-reflexia
Typically, for a definitive diagnosis of ALS, both UMN and LMN signs must be present in
two or more regions of the body.

Week Three: Page 3 of 5
Classifications of ALS
Sporadic (S-ALS)
Familial (F-ALS)
Most common form Occurring more than once in family
of ALS in the U.S.
lineage due to genetic dominance
(90-95% of all
inheritance (~5% of all cases); with
cases); associated
this form, there is a 50% chance that
with no family
a child of a person carrying the
history of the disease genetic marker will develop the
disease.

Guamanian (G-ALS)
A high incidence of
ALS according to
demographic
classification seen in
Guam and the Trust
Territories of the
Pacific.

Initial presentation
• Most often: Asymmetrical weakness in an extremity
• Also seen: Symmetrical weakness in more than one extremity, muscle
cramps/fasciculations, pain, weakness (generalized or in one or more extremities),
problems with speech including inability to speak at a normal volume and slurring
Functions typically spared with this diagnosis:
• Vision
• Bowel/bladder control
• Sensation
• Majority of cognitive abilities (minor impairment related to fatigue may be
present)
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Week Four: Page 4 of 5

Stage
I
II

III

IV

V
VI

Stages of ALS

Clinical Features
Ambulatory, independent in ADLs,
mild weakness and intermittent
fatigue
Ambulatory, moderate weakness in
certain muscles, increased fatigue
level, needs min assistance with
ADLs
Ambulatory, severe weakness in
certain muscles, needs moderate
assistance with ADLs, marked
fatigue
Needs to use manual wheelchair for
at least some of mobility but can
propel self; has severe weakness in
LE
Needs an electric wheelchair for at
least some of mobility; severe
weakness in LE/UE
Dependent in all mobility, unable to
perform ADLs, maximal assistance
required

Recommendations
Normal activities to tolerance, moderate
exercise in unaffected muscles, basic
strengthening
Modest exercise remain as active as
possible, assisted/modified AROM
exercises and stretching
AAROM/PROM exercises, modified
ADL routine with compensation
required, joint pain management
PROM exercises, stretching and light
resistance exercises/activities for
uninvolved muscles
PROM exercises, pain management,
positioning
PROM exercises, pain management,
positioning, prevention and monitoring
for skin breakdown and circulation
problems

Week Five: Page 5 of 5
Medical Interventions Targeting ALS and Its Symptoms
Medications - Riluzole (Glutamate blocker); Baclofen and Zanaflex (muscle relaxers);
and Prozac, Zoloft, Welbutrin, Paxil, Celexa, and Elavil (anti-depressants)
Surgical treatments - Gastrostomy Tube ("G-tube"); Tracheotomy ("Trache")
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Subtypes of ALS include ...
Spinal Progressive
Muscular Atrophy
(SMA)
• LMN involvement
• Characterized by
weakness, atrophy, loss
of reflexes,
fasciculations

Progressive Bulbar Palsy
(PBP)
• UMN involvement
• Key feature: loss of use of muscles in the face innervated
by cranial nerves
• Results in difficulty swallowing (dysphagia), problems
with articulation in speech (dysarthria), and trouble with
projecting the voice at the volume level expected
(dysphonia)

OT Evaluation & Intervention
ALS Functional Rating Scale-Revised (ALSFRS-R) - a 12-item questionnaire used to
monitor the progression of ALS by rating each of 12 aspects of physical function on a
scale of 0-4 (0 = unable, to 4 = normal ability level). Total scores range from 0 (lowest
level) to 48 (highest level).
Speech
Dressing &
hygiene

Breathing insufficiency Swallowing
Handwriting
Orthopnea (shortness of Dyspnea (difficulty Walking
breath while lying
breathing)
down)
Cutting food
Turning in bed
Climbing stairs
Salivation
The test can be completed online, over the phone, or in person. The higher the person's
score, the more physical function that is being retained. A change over time in just a
couple of points can mean a considerable reduction in physical function.
Other standardized tools often used in OT:
 Multidimensional Fatigue Inventory (MFI)
 Kohlman Evaluation of Living Skills (KELS)
 Westmead Home Safety Assessment
 In-Home Occupational Performance Evaluation (I-HOPE)
 Berg Balance Scale
 Canadian Occupational Performance Measure (COPM)
 Activity Card Sort
 Occupational Self-Assessment (OSA)
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APPENDIX C: LISTENING SCHEDULE: LIVING WHILE DYING PODCAST

Date

Episode

Week 1

1: Diagnosis
2: Talking to Friends
3: Growing Fatigue
4: Being a Teacher
5: A Wife Becomes Caregiver
6: Shedding Skins
7: Questioning Science
Week 2
8: An Early Retirement
9: Christmas Reflections
10: Drug Trial
11: Spirituality
12: Physical Connections Using Yoga
13: Teaching Doctors
14: Drug Trial Ethics
Week 3
15: Bucket List
16: Two Pictures
17: Paper Cuts
18: The Peanut Gallery
19: Embracing Loss
Week 4
20: Life Becomes Quieter
21: Wrestling with Angels
22: Teaching Doctors
23: Stress of Caregiving
24: Prepared for ALS
25: Being Tested
Week 5
26: Leadership
27: Focus
28: Honesty
29: A Love Story
30: Tipping Point
31: Saying Goodbye
Minimum episode length: 6:58
Maximum episode length: 24:01
Average episode length: 12:56
Total time: 6:40:55
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Length
(minutes:seconds)
13:09
9:57
9:46
10:17
13:50
10:33
6:58
9:52
12:23
10:05
9:39
12:29
12:04
15:28
14:27
11:28
13:51
19:23
20:28
13:19
14:37
10:08
11:40
9:39
18:53
8:15
24:01
9:48
14:23
16:10
13:55

APPENDIX D: INVITATION TO PARTICIPATE IN STUDY
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APPENDIX E: PRE-TREATMENT DEMOGRAPHICS SURVEY
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APPENDIX F: POST-TREATMENT SURVEY
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APPENDIX G: APPROVAL LETTERS FROM IRB
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APPENDIX H: CONSENT FORM APPROVED BY IRB
Consent Disclosure Statement for “There's something in the air: Effect of a
Narrative-account Podcast”
You are being given the opportunity to participate in a research study. The purpose of
this consent form is to help you decide if you want to participate in the research study.
The purpose of this study is to determine the effectiveness of an educational intervention,
a narrative-account podcast. If you decide to participate, you will be randomly assigned
to either a control group or a treatment group; you will be informed of your group
assignment through email at the start of the study. Regardless of the group to which you
are assigned, you may choose to count participation in the study for up to six hours of
professional development credit OR may elect to use the experience of participating in
the Advanced Professional Development Evaluation (APDE) process.
The intervention component of this study will last for five weeks. You will not be
required to be on or in the vicinity of the campus for the purpose of the study. You will
receive instructions and materials by email on a weekly basis during this study. All
activities associated with this study will be conducted at a location of your choosing (for
example: at home, in the community, in a car, etc.).
Your participation in this study will necessitates a time commitment of less than 90
minutes per week for a duration of five weeks. Following the intervention, you will be
asked to complete a posttest, which will be used to determine whether the podcast, Living
While Dying, is effective for increasing aspects of professionalism addressed in the OT
program curriculum. In addition, a survey will be provided to measure specific learning
indicators: How and when you listened to the podcast and the value seen in the
intervention provided.
The posttest and survey will be provided and completed in a virtual context and will take
about 15 to 20 minutes in total to complete. The key investigator is Stephanie Lancaster.
You may contact Ms. Lancaster by phone at (901)-448-2294 or via email
as slancas4@uthsc.edu if you have questions about this research study.
Your participation is voluntary, and if you choose not to participate or to stop
participating at any time, your decision will not result in a penalty or affect your rights or
your grade in any course. Failure to participate will not have adverse impacts on you as a
student at UTHSC.
There should be minimal risk involved in this research. Foreseeable risks could include
cognitive fatigue or anxiety from answering questions or cognitive fatigue from listening
to the podcast episodes or reading the written information distributed as part of the
intervention. Possible benefits to you could include improved knowledge of neurological
concepts and increased levels of professionalism.
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Names will be removed from all responses and data. The results of your participation will
be confidential and will not be released in any individually identifiable form without your
prior consent unless required by law. All data will be kept on a password protected
computer within a locked office.
You may contact Terrence F. Ackerman, Ph.D., UTHSC IRB Chairman, at 901-4484824, or visit the IRB website at http://www.uthsc.edu/research/compliance/irb/ if you
have any questions about your rights as a research subject, or if you have questions,
concerns, or complaints about the research.
Please click on the link below to indicate your consent to participate in this study. You
will be taken to a brief introductory survey which will be followed up by an email with
instructions and study materials. Thank you for your time and consideration.
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APPENDIX I: PROPOSED SCHEDULE FOR STUDY
Study Week
Number
1

2

3

4

5

6

7
8

9+

Activity
Recruitment period: Invitation to participate sent to all UTHSC OT
students along with an informed consent form and, for those who
consent as participants, a demographic survey. Participants will be
randomly assigned to control or treatment group within Qualtrics.
Week one of treatment: Email sent to control group with instructions
and link to document. Email sent to treatment group with same
information plus instructions and links to podcast episodes to be
consumed during this week (i.e. Treatment Week One - See
Appendix A).
Week two of treatment: Email sent to control group with instructions
and link to document. Email sent to treatment group with same
information plus instructions and links to podcast episodes to be
consumed during this week (i.e. Treatment Week Two)
Week three of treatment: Email sent to control group with
instructions and link to document. Email sent to treatment group with
same information plus instructions and links to podcast episodes to
be consumed during this week (i.e. Treatment Week Three)
Week four of treatment: Email sent to control group with instructions
and link to document. Email sent to treatment group with same
information plus instructions and links to podcast episodes to be
consumed during this week (i.e. Treatment Week Four)
Week five of treatment: Email sent to control group with instructions
and link to document. Email sent to treatment group with same
information plus instructions and links to podcast episodes to be
consumed during this week (i.e. Treatment Week Five)
Post-treatment period: All participants will be emailed a link to a
Qualtrics survey, a combination of both the KCES and the PPOS
with a total of 33 items. Identification numbers will be used to protect
confidentiality of participants while maintaining organization of the
data in the data collection process. Participants will be asked in the
email to complete the survey within two weeks of the date upon
which the email is received.
Data Analysis
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